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VA HEALTHCARE IN THE NEXT MILLENNIUM

MONDAY, APRIL 10, 2000

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY, VETERANS
AFFAIRS, AND INTERNATIONAL RELATIONS,
COMMITTEE ON GOVERNMENT REFORM,
Peabody, MA.

The subcommittee met, pursuant to notice, at 10 a.m., at the
Peabody Memorial Veterans High School, 485 Lowell Street, Pea-
body, MA, Hon. Christopher Shays (chairman of the subcommittee)
presiding.

Present: Representatives Shays and Tierney.

Staff present: Lawrence J. Halloran, staff director and counsel,
Kristine McElroy, professional staff member; Jason Chung, clerk;
and David Rapallo, minority counsel.

Mr. SHAYS. This hearing will come to order and welcome our wit-
nesses and guests and ladies and gentlemen, I invite you to please
risle as the Peabody Air Force Junior ROTC Color Guard posts the
colors.

Today, we came here to listen and to learn from those with a di-
rect stake in the future of veterans’ health care in New England.

This is our third hearing on the impact of reorganization and
funding shifts on the availability and the quality of care in Depart-
ment of Veterans’ Affairs [VA] facilities. Earlier testimony de-
scribed long waits for access to specialists, lapses in health care
standards and funding inequities within and between regional Vet-
erans Integrated Service Networks (VSNS). VA officials said facil-
ity restructuring here in VISN-1 and refinements in the Veterans
Equitable Resource Allocation [VERA] system would, in time, bring
improvements.

But last July, Congress’ auditing agency, the General Accounting
Office [GAO], concluded VA could be wasting $1 million or more
every day critical health care restructuring decisions are delayed.
Today, more than 8 months, or $263 million later, GAO still re-
ports the VA “has been unsuccessful . . . in its efforts to design a
capital asset realignment process.”

So a significant portion of the $1.7 billion Congress added to the
Veterans Health Administration budget this year may be spent op-
erating and maintaining unneeded facilities, rather than enhancing
access and improving the quality of needed health care for veter-
ans.

The effects of delaying the hard decisions in Washington are felt
acutely here in New England. An older veterans’ population, declin-
ing in numbers, but now in need of more extensive, more expen-
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sive, health interventions, cannot wait years, or drive hundreds of
miles, for the basic care to which they are truly entitled. Today we
need to talk candidly and objectively about how the VA can sustain
and improve a health care system in New England that will meet
veterans’ needs in the new millennium.

I want to thank Congressman John Tierney for inviting the sub-
committee to the Sixth Congressional District of Massachusetts.
We value his participation in this committee as an equal partner
with the chair. We value this opportunity as well to discuss these
important issues with those most directly involved, and we look for-
ward to the testimony of all of our witnesses.

John, I would like to personally thank you for asking us to come
here and this committee oversees all of the VA, all of DOD, all of
FEMA, all of terrorist activities at home and abroad and when I
asked John what hearing was most important he said we needed
to talk about the VA and to meet in his district and that is why
we are here. We will do a lot of good listening today.

John.

[The prepared statement of Hon. Christopher Shays follows:]
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Today, we came here to listen, and to learn from those with a direct stake in the future of

veterans’ health care in New England.

This is our third hearing on the impact of reorganization and funding shifts on the availability and
the quality of care in Department of Veterans Affairs (VA) facilities. Earlier testimony described long
waits for access to specialists, lapses in health care standards and funding inequities within and between
regional Veterans Integrated Service Networks (VISNs). VA officials said facility restructuring here in
VISN-1, and refinements in the Veterans Equitable Resource Allocation (VERA) system would, in time,
bring improvements.

But last July, Congress’ auditing agency, the General Accounting Office (GAO), concluded VA
could be wasting $1 million or more every day critical health care restructuring decisions are delayed.
Today, more than eight months, or $263 million later, GAO still reports the VA “has been unsuccessful ...
in its efforts to design a capital asset realignment process.” So a significant portion of the $1.7 billion
Congress added to the Veterans Health Administration budget this year may be spent operating and
maintaining unneeded facilities, rather than enhancing access and improving the quality of needed health
care for veterans.

The effects of delaying the hard decisions in Washington are felt acutely here in New England.
An older veterans popuiation declining in numbers, but now in need of more extensive, more expensive,
health interventions, cannot wait years, or drive hundreds of miles, for the basic care to which they are
entitled. Today we need to talk candidly and objectively about how the VA can sustain and improve a
health care system in New, England that will meet veterans’ needs in the new millennium.

I want to thank Congressman John Tierney for inviting the Subcommittee to the Sixth
Congressional District. We value this opportunity to discuss these important issues with those most
directly involved, and we look forward to the testimony of all our witnesses.
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Mr. TiERNEY. Thank you, Mr. Chairman, and I want to thank ev-
erybody that has taken the time today to join us here at the hear-
ing.

I want to be the first to officially welcome Congressman Chris
Shays to join us in this particular district and I can say that we
have a Congressman here as chairman of this committee who is
truly a person that we can work with and who understands these
issues and works very hard on them.

I want to also welcome our witnesses from the Veterans’ Admin-
istration, Dr. Murphy, Dr. Post and Mr. Conte with whom we
worked with many, many times, as well as the veterans’ agents
from the surrounding areas who will also be testifying in the sec-
on(tii panel. I am glad that you could all be with us and join us
today.

Let me also welcome all the veterans in attendance and the vet-
erans service organizations who have provided written testimony
for the record. It is imperative that we hear your concerns and your
viewpoints today. I look forward to listening to your comments
after the first two panels have concluded and you will see that we
have microphones in the aisles and that we will have an oppor-
tunity for folks to make comments and ask some questions.

Mr. Chairman, I have a written a statement from Representative
Anthony Vera, the State Representative from Gloucester that I
would like to ask be presented in the record. And I also have a
written statement from Mayor Nicholas J. Costello, the mayor of
Amesbury which I would like to ask be put in the record, as well
as a written statement from Congressman Thomas Allen of Maine,
which I believe is already in there and ask that you enter that in
the record.

Mr. SHAYS. Without objection, so ordered.

Mr. TIERNEY. I would like to acknowledge and welcome Mayor
William Scanlon from the city of Beverly who is also with us in the
audience today who has been a great friend of veterans and a num-
ber of other veterans’ agents who will not be testifying, but with
whom my office works on a regular basis and provide great service
to the veterans in this District.

In Washington, veterans’ health care is often analyzed as an
issue of national scope, focusing on the processing, reengineering,
streamlining initiatives and appropriations debates. Discussing the
issue in this way sometimes removes and detaches policymakers
from the concerns of individual veterans, veterans who live with
the system on a daily basis, veterans who rely on the system for
their most essential health care needs.

That is why I am particularly gratified today to have a hearing
analyzing the local point of view. In many ways, health care is
rooted in local systems and infrastructure, so it behooves us to ex-
tract ourselves from the daily Washington processes to come here
today and to analyze the issues from a different perspective, yours.

For veterans in the Sixth Congressional District of Massachu-
setts, the facility that provides the primary and specialized medical
care is the Edith Nourse Rogers Memorial VA Medical Center in
Bedford. This institution has been providing care to veterans since
1929. It has always been a VA facility and last year it handled
more than 186,000 visits.
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Today we have with us Mr. William Conte, the director of the fa-
cility who will provide additional background on the facility’s ca-
pacity and his efforts to deal with shrinking budgets.

A recent development, and one in particular that I am very ex-
cited about is the establishment of community-based out patient
clinics. We now have two, one in Lynn and one in Haverhill. They
greatly increase veterans’ access to health care. These clinics are
important to the effort to reach out to veterans and to serve them
in the communities in which they live. We have helped to move for-
ward the application of a third CBOC in Gloucester.

Last year, the Lynn and Haverhill CBOCs handled more than
5,600 visits and I know the representatives on the panel will be
able to respond to questions about those clinics.

Although these are positive developments, there are also a num-
ber of challenges, both for veterans and the system that serves
them. Transportation, to and from VA facilities is a primary con-
cern. Again, the clinics are extremely valuable in extending VA’s
outreach to other areas, but for veterans who need specialty care
or report for multiple visits, transportation hurdles may be too
great to overcome.

I understand that if veterans go to one or two clinics, they can
catch a shuttle to the Bedford facility if they need x-rays or other
services not provided at the clinics. If they need more specialized
services, however, such as an upper GI endoscopy, they may have
to take another shuttle still into Boston.

For veterans, the current transportation process can be insur-
mountable, especially if it involves anesthesia or other procedures
that complicate traveling alone. I hope we can discuss transpor-
tation concerns today, both at the regional and the local levels.

Long term care is also an issue that is gaining significance. VA
has highlighted outpatient solutions and in-home care, which have
their own advantages. If VA can assist veterans without uprooting
them from their homes, this solution benefits everyone involved.
My concern, however, relates to veterans with degenerative and
other conditions that eventually may require hospitalization and
inpatient treatment.

VA is now in the process of downsizing its inpatient capacity as
it redirects assets toward outpatient care. So how will short-term
shift affect the extended term outlook? How will VA be able to deal
with the increasing demand of long-term care when the baby boom
generation moves into this stage? And how do these concerns relate
to VA’s ability to comply with the Millennium Health Care and
Benefits Act?

These are just a few of the issues I hope our witnesses will ad-
dress today, and although I know there are many more of interest
to the veterans in attendance, I look forward to hearing their testi-
mony also.

Before concluding, let me just extend my thanks to several peo-
ple from Veterans Memorial High School here in Peabody who have
helped to make this hearing possible: Principal Joe Patuleia, Elaine
Kirby, Richard Carey, Major Grover, of course, and the students of
the culinary arts and the Air Force Junior ROTC.

In addition, I would like to thank the Peabody Police Department
and Temple Beth Shalom for allowing us to use their parking lot.
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I would also like to recognize Michael King, who is the director
of the North Shore Veterans Counseling Services, for his dedicated
service to our country and for keeping our North Shore veterans in-
formed about the timely issues in his veterans’ column in the
Salem Evening News.

Finally, I would like to thank Chairman Shays again for calling
this hearing. As I mentioned, I think this type of local focus adds
immeasurably to our ability to address these issues. It is a special
privilege to have the opportunity for the subcommittee to address
issues specific to my own district.

I appreciate your willingness, Mr. Chairman, to hold this hearing
today in Peabody. I especially commend you for all the work that
you do in addition to veterans’ issues with the very serious matter
of terrorism and preparedness in this country for any event that
may occur and I look forward to today’s hearing.

Thank you.

[The prepared statement of Hon. John Tierney and the informa-
tion referred to follow:]
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Representative John Tierney
Opening Statement

“VA Healthcare in the Next Millennium”
Field Hearing — Peabody, Massachusetts
April 10, 2000

Subcommittee on National Security, Veterans Affairs, and International Relations
Committee on Government Reform
U.S. House of Representatives

Thank you Mr. Chairman, and let me be the first to officially welcome you to
Massachusetts. Welcome also to our witnesses from V.A, — Dr. Murphy, Dr. Post, and Mr.
Conti — as well as the veterans agents from the surrounding areas, who will be testifying in the
second panel. Iam glad you all could be with us today. Let me also welcome all of the veterans
in attendance, and the veterans service organizations who provided written testimony for the
record. It is imperative that we hear your concerns and your viewpoints today, and I look
forward to listening to your comments after the first two panels have concluded.

In Washington, veterans® health care is often analyzed as an issue of national scope,
focusing on process re-engineering, streamlining initiatives, and appropriations debates.
Discussing the issue in this way sometimes removes or detaches policy-makers from the
concerns of individual veterans — veterans who live with the system on a daily basis, and
veterans who rely on this system for their most essential health care needs.

That is why I am gratified today to have a hearing analyzing the local point of view. In
many ways, health care is rooted in local systems and infra-structure. It behooves us:to extract
ourselves from the daily Washington processes, to come here today, and to analyze the issues
from a different perspective ~— yours.
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For veterans in the Sixth Congressional District of Massachusetts, the facility that
provides primary and specialized V.A. medical care is the Edith Nourse Rogers Memorial V.A.
Medical Center in Bedford. This institution has been providing care to veterans since 1929, It
has always been a V.A. facility, and last year it handled more than 186,000 visits. Today we
have with us Mr. William Conti, the Director of the Bedford facility, who will provide additional
background on the facility’s capacity and his efforts to deal with shrinking budgets.

One recent development that I am very excited about is the establishment of community
based outpatient clinics (CBOCs). We now have two -— one in Lynn and one in Haverhill —
that greatly increase veterans’ access to healthcare. These clinics are important in the effort to
reach out to veterans and serve them in the communities in which they live. We have helped to
move forward the application of a third CBOC in Gloucester. Last year, the Lynn and Haverhiil
CBOCs handled more than 5,500 visits, and I know representatives on pancl one will be able to
respond to questions on clinics.

Although these are positive developments, there are also a number of challenges, both for
veterans and the system that serves them. Transportation to and from V.A. facilities is a primary
concern. Again, the clinics are extremely valuable in extending V.A’s outreach to other areas.
But for veterans who need specialty care or report for multiple visits, transportation hurdles may
be too great to overcome. I understand that if veterans go to one of our two clinics, they can
catch a shuttle to the Bedford facility if they need x-rays or other services not provided at the
clinics. If they need more specialized services, however, they may have io take another shuttle
into Boston. For veterans, the current transportation process can be insurmountable, especially if
it involves anesthesia or other procedures that complicate traveling alone. [hope we can discuss
transportation concems today, both at the regional and focal Jevels.

Long term care is also an issue that is gaining significance. V.A. has highlighted
outpatient solutions and in-home care, which have their own advantages. If V.A. can assist
veterans without uprooting them from their homes, this solution benefits everyone invoived. My
concern, however, relates to veterans with degenerative and other conditions that eventually may
require hospitalization and inpatient treatment. V.A. is now in the process of downsizing its
inpatient capacity as it redirects assets toward outpatient care.

. How will this short-term shift affect the extended term outlook?

. How will V.A, be able to deal with the increasing demand of long-term care when
the baby boom generation moves into this stage?

. How do these concerns relate to V.A.’s ability to comply with the Millennium
Health Care and Benefits Act?

These are just a few issues I hope our witnesses address, although I know there are many
more of interest to the veterans in attendance. I look forward to hearing their testimony.
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Before concluding, T would like to extend my thanks to several people from Peabody
Veterans Memorial High School who helped to make this hearing possible:

Principal Joe Patuleia,

Elaine Kirby,

Richard Carey,

Major Grover,

the students of the culinary arts, and
the Air Force Junior ROTC.

In addition, I would like to thank the Peabody Police Department and Temple Beth
Shalom for allowing us to use their parking lot.

I would also like to recognize Michael King, the Director of the North Shore Veterans
Counseling Services, for his dedicated service to our country and for keeping our North Shore
veterans informed about timely issues in his veterans’ column in the Salem Evening News.

Finally, I would like to thank Chairman Shays for calling this hearing. As I mentioned, I
think this type of local focus adds immeasurably to our ability to address these issues. Itisa
special privilege to have the opportunity for the Subcommittee to address issues specific to my
district. I appreciate your willingness to hold this hearing today in Peabody.

Thank you, Mr. Chairman.

#HHE
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Testimony of Representative Tom Allen
April 10, 2000
Committee on Government Reform
Subcommittee on National Security, Veterans Affairs and International
Relations

Mr. Chairman, thank you for holding this hearing to examine the delivery and quality of health
care in VA facilities. I am pleased you are bringing to light some of the significant problems
veterans face across VISN 1, and specifically in my district at the Togus veterans hospital in
Togus, ME.

In 1997, the VA implemented the Veterans Equitable Resource Allocation (VERA) formula,
which has since severely impacted veterans health care in the Northeast. There is simply no
excuse for the hurdles our veterans must now face to access high quality health care, T
understand that VERA has benefitted certain regions of the country, but the level of care in those
regions has been raised on the backs of Northeast veterans.

The quality of care at Togus is extremely high. There is no question about it. If you can get in to
see a doctor, the care is exceptional. The doctors and nurses have dedicated their careers and
lives to serving this population and recognize the unique care veterans need.

However, the waiting time for an initial appointment is unconscionable. Some veterans wait
more than six months for their first visit. The excessive waiting time makes it very difficult to
enroll new patients. Because funding increases through VERA are tied to the number of patients
seen and lower costs per patient, veterans in Maine are put at an automatic disadvantage.

Tunderstand that the landscape of all healthcare across the country is changing. I see the benefits
of converting from an inpatient to outpatient based system encouraged by the VERA model.
However the conversion to this model, for various reasons, is hitting the Northeast VA facilities
hardest.

Community Based Outpatient Clinics (CBOCs) are part of the solution to the problem. The
CBOCs provide veterans with quicker and easier access to care closer to home. The clinics will
undoubtably increase the number of veterans served and also decrease the average cost per
patient.

PRINTED ON RECYCLED PAPER
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Allen Testimony, Page 2

I commend the leadership of VISN 1 for aggressively seeking approval for new CBOC authority.
I was pleased to attend the opening of a new clinic in Saco, ME. Veterans in Southern Maine
will no longer have to make the long drive up to Togus.

In Maine, we have one hospital for a state larger than each of the other five New England states
put together. I think the CBOC model can make a real difference in a state like Maine and
throughout the VISN.

But while the Northeast continues to make this critical transition, veterans fall through the
cracks. Iam told over and over by the VA Undersecretary for Heath, Dr. Thomas Garthwaite,
that the numbers in VERA work out. Iam told that each VISN receives the appropriate amount
of money to cover their costs. The formulas assume the cost of care as well as other factors:
labor, patient mix, research and education, equipment and non-recurring maintenance. The
averages may work out on the macro level, but they are not working out here in Massachusetts or
in Maine.

Iam convinced that VERA is flawed. The formula does not consider enough factors. One of the
reasons it costs more to deliver care in Northeast hospitals is because our facilities are inefficient
and frankly, in a state of disrepair. In fact, the former Acting Director of VISN 1 recently said,
that over the past few years equipment and construction funds were used to supplement funds for
direct medical care. Because the VISN and hospital directors did not or could not make the care
changes as quickly as VERA required, the allocated medical care funds were insufficient.

1t is easier and costs a lot less to implement new strearnlined care lines at a brand new facility
like the one in Bay Pines, FL, than it is at the oldest existing VA facility in Togus, ME.

Blame for the New England Network budget shortfall lies at all levels: the facility, VISN and
headquarters. But the VISN is now stuck. They are in a position where it is difficult to receive
increased funds because the facilities cannot handle an increase inpatient load and decrease costs
at the same time.

The cost-cutting tool the VISN has is called a Reduction in Force/Staff Adjustment (RIF). RIFs
have been proposed at every hospital in the New England Network. Irecognize the fact that
abolishing certain non-medical positions or overstaffed medical positions may be the correct
course. But I object to the VA proposing a RIF and not proving how the adjustment will make
direct medical care better. They must tell us how these people will be moved into new positions
and what new positions will be created.

Can some of the people in positions that may be cut be transferred to the CBOCs? As I stated
earlier, these clinics are a great idea, but the small staff at the Bangor clinic can barely keep up
with the demand. If the clinics are not fully staffed, they create more problems. It seems
irresponsible to me to begin staff cuts without properly assuring all the stakeholders how this
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Allen Testimony, Page 3

makes the situation better. Communicating with veterans so they understand how staff will be
realigned is central to their trust in the plan. .

Despite past financial problems in the VISN, we must move forward. I believe the new VISN
Director, Dr. Jeannette Chirico-Post, has the best interests of the VISN in mind. But Iurge
members of this committee to push officials at every level of the VA to look seriously and
carefully at the problems in the Northeast. Iurge them to look beyond the VERA formula, and
find out why the outpatient transition is taking so long.

The VA must begin to provide some real leadership and guidance all the way down to the facility
level if we are going to solve this problem. The veterans deserve no less.
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Before the
Subcommittee on National Security, Veterans Affairs
and International Relations of the House Reform Committee

Statement of Venus-val Hammack
PGEV Women Liaison
North Shore Veterans Counseling Service
Gulf War Coordinator

Peabody Veterans Memorial High School
Peabody MA 10 April 2000

Mr. Chairman and members of the Subcommittee, thank you for the opportunity to
present the views of the Persian Gulf Era Veterans - North Shore Chapter with regard to
VA health services restructuring and resource allocation on the delivery and quality of
care.

Projections are needed in the process to ensure that locally made decisions are not
generated purely by cost reduction incentives to the detriment of the veteran patient and
the VA system as a whole. '

Issue

In Maine, it means veterans ride for four hours from Boston with post-operative sepsis
because the Tongus VA can not afford to do the surgery there, while space in Togus
remains empty.?

Issue

Why is this the case?????: Under current law, however, coordination of payments
between the VA and other federal and private health care progtam is not permitted. This
causes serious hardships for many veterans who live far from VA inpatient facilities. .

1. Gordon Mansfield, Executive Director PVA 05 April 2000 statement
2. Jacqueline Garrick, Duputy Director National Veterans, AL, 05 April 2000 statement

3. Representative Dave Weldon (Flordia 15) , 05 April 2000, Subctte on Health
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Persian Gulf Era Veterans

Central Sub-Region Mini MAC
VHA VISN 1 Clinical Board

Distribution:

Chief of Staff and Director of Nursing Service

Administrator for Patient Care Support, Education Coodinators (each)
Bedford, Boston, West Roxbury, Brockton,Northampton, Springfield

Q: How can the VA medical staff of this area properly treat gulf war veterans
when the educational training on this population is not up on GW guidelines?

Comment:

It apperas when the VA Educational Service distribute a Review booklet on Gulf
War Health [25 pages] with quiz booklet for feed back to patient care providers
(doctorsinurses) to complete - that the associated binder Guideline book {135
pages] would be distrubed for full access and review.

This does not appear to be the current situation. Veterans of this organization
have been told by doctors and nurses that they have never seen the larger
Gulf War Health Guideline document.

This is a short change of information. Calling facilities in this area we have been
told that there is a total of 3 Gulf War Health Guideline binders per Medical
Center.

The valuable details which is contained in this document is NOT in the hands of
the direct caretakes. Each physican who treats a Gulf War veterans should have
a copy of their one or per Clinic.

Kindly inform us if the Patient Care Staff have recived any other specific guif war
health training in the last 24 months. Please idenity this training material by title,
subject and custotian of this material.



15

IS MILITARY RESEARCH HAZARDOUS TO VETERANS' HEALTH? LESSONS SPANNING HALF A .. Page 1 of 32

103d Congress, 2d Session ~ COMMITTEZ PRINT - S. Prt. 103-97

Is MILITARY RESEARCH HAZARDOUS TO VETERANS' HEALTH?
LESSONS SPANNING HALF A CENTURY

A STAFF REPORY PREPARED FOR THE
COMMITTEE ON VETERANS' AFFAIRS

UNITED STATES SENATE
DECEMBER 8, 1994

JOHN D. ROCKEFELLER IV, West Virginia, Chairman

DENNIS DeCONCINI, Arizona FRANK H. MURKOWSKI, Alaska
GEORGE J. MLTCHELL, Maine STROM THURMOND, South Carolina
BOB GRAHAM, Florida ALAN K. SIMPSON, Wyoming
DANIEL K. AKAKA, Hawaii ARLEN SPECTER, Pennsylvania
THOMAS A. DASCHLE, South Dakota JAMES M. JEFFORDS, Vermont

BEN NIGHTHORSE CAMPBELL, Colorade

Jim Gottlieb, Chief Counsel/Staff Director

John H. Moseman, Minority Staff Director/Chief Counsel
Diana M. Zuckemman, Professional Staff Member
Fatricia Olson, Congressional Science Fellow

FOREWORD

U.S. Senate,
Committee on Veterans' Affairs,
Washington, DC, December 8, 1994

During the last few years, the public has become aware of several examples where U S, Government rescarchers
intentionally exposed Americans to potentially dangerous substances without their knowledge or consent. The Senate
Committee on Veterans' Affairs, which T have beer privileged to chair from 1993-94, has conducted a comprehensive
analysis of the extent to which veterans participated in such rescarch while they were serving in the U.S. military. This
resulted in two hearings, on May 6, 1994, and August 5, 1994,

‘This report, written by the majority staff of the Commitice, is the result of that comprehensive investigation, ard is
intended to provide information for future deliberations by the Congress. The findings and conclusions contained in this
report are those of the majority staff and do not necessarily reflect the views of the members of the Cormittee on
Veterans' Affairs.

This report would not have been possible without the dedication and expertise of Dr. Patricia Olson, who, as a
Congressional Science Fellow, worked tirelessly on this investigation and report, and the keen intelligence, energy, and
commitment of Dr. Diana Zuckerman, who directed this effort.

John D. Rockefeller IV, Chairman
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Mr. SHAYS. I thank the gentleman and we will just get some
housekeeping taken care of.

Pursuant to House rules and committee rules I note for the
record that the subcommittee requests that all witnesses appearing
in this hearing in a nongovernment capacity provide a resume and
a disclosure of Federal grants and contracts received and further
ask that all testimony be submitted for the record and remarks by
our colleagues be submitted for the record as well.

Without objection, so ordered.

I would also like to say that before calling our panel that this
committee has had an excellent working relationship with the De-
partment of Veterans’ Affairs and we realize this is a partnership,
so this is not a committee that is just standing in judgment of the
VA. We also look at how Congress and the administration play a
role in providing better health care for our veterans.

At this time, I am not sure if my mic is on all the time. Mine
is not on at the time. I am not bringing the mic closer. I need the
people in the back to get it better.

At this time, we will call Dr. Frances M. Murphy, Acting Direc-
tor, Under Secretary for Policy and Management, Veterans’ Health
Administration, Department of Veterans’ Affairs, accompanied by
Dr. Jeannette Chirico-Post, Director of Veterans’ Integrated Service
Network I; and Mr. William Conte, Director, Edith Nourse Rogers
Memorial VA Medical Center. I invite them all.

Remaine standing and I will swear you in.

[Witnesses sworn.]

Mr. SHAYS. Note for the record that the witnesses have re-
sponded in the affirmative.

Dr. Murphy, you have the testimony, but we are going to invite
both of our guests as well to respond to questions. That is why you
are all three under oath. I will note this committee swears every
one under oath. The only one who has ever gotten away without
being sworn in was Senator Byrd. All other Senators and Rep-
resentatives have been willing to cooperate.

Thank you, Dr. Murphy.

STATEMENTS OF DR. FRANCES M. MURPHY, ACTING DEPUTY
UNDER SECRETARY FOR HEALTH FOR POLICY AND MAN-
AGEMENT, DEPARTMENT OF VETERANS AFFAIRS; DR.
JEANNETTE CHIRICO-POST, DIRECTOR OF VETERANS’ INTE-
GRATED SERVICE NETWORK 1; AND WILLIAM CONTE, DIREC-
TOR, EDITH NOURSE ROGERS MEMORIAL VA MEDICAL CEN-
TER

Dr. MurPHY. Good morning. Mr. Chairman, Mr. Tierney, Mayor
Scanlon, and honored guests. I appreciate the opportunity to ap-
pear before you today to discuss VA Health Care in the New Mil-
lennium. With me today are Dr. Post and Mr. Conte from the Edith
Nourse Rogers Memorial VA Medical Center in Bedford, MA.

I would like to take the opportunity to compliment the Air Force
ROTC and say it makes me proud to see our young people do so
well.

The past decade has been characterized by dramatic change in
the delivery of health care services in the United States. In the
past 5 years, the VA health care system has also had a tremendous
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transformation. VA has transformed itself from a disease-oriented,
hospital-based health care system to an integrated system provid-
ing a continuum of accessible, coordinated, patient-centered, pre-
vention-oriented care.

We have seen demonstrable improvements in our capacity to
achieve consistent, reliable, accessible, satisfying and high-quality
care. We also continue to face challenges of reducing medical errors
in health care and meeting the needs of an aging population, of in-
corporating the explosive growth of scientific knowledge into daily
practice and of incorporating expensive new medical and informa-
tion technologies, and of realigning our infrastructure to more ef-
fectively support current health care needs.

Structurally, “New VA” is composed of 22 Veterans Integrated
Service Networks [VISNs]. Each VISN forms a regional health care
system that provides a continuum of health care to veterans who
reside in a geographic area.

More than at any other time in our history, VA more closely mir-
rors—and in many cases exceeds—the best in private sector health
care. Indeed, the structural transformation underpins a quality
transformation. Significant organizational changes include: closing
more than 52 percent of all hospital beds since July 1994; reducing
inpatient admissions by 34 percent between 1994 and 1999; provid-
ing health to over 700,000 more veterans in 1999 than in 1994.

That is a 31 percent increase in the number of veterans cared for
by the VA. Within the networks we consolidated managements and
operation of 48 hospitals or clinics into 23 locally integrated health
care systems since September 1995. Also we approved and brought
388 new community-based outpatient clinics into operation since
1995. We will establish more than 60 this year and that means
that VA will have more than 1,200 sites of care across this Nation
in bringing health care services into more veterans’ communities.

Over that same period of time, we increased the rate of selected
surgeries and procedures which are safely provided in the ambula-
tory setting to 92 percent of surgeries that are performed.

Especially notable in clinical achievements are reduced avoidable
hospitalizations and lowered mortality, resulting in cost-savings
through reductions in avoidable health care expenditures.

For example, the rates of pneumonia and influenza vaccinations
provided to VA patients far exceed U.S. Public Health Service
Healthy People 2000 goals and available benchmarks. Also, life-
saving beta-blocker medications after heart attacks are provided at
VA hospitals at rates that exceed all available benchmarks in the
private sector. These two actions alone have saved, Mr. Chairman,
an estimated 5,000 lives since instituted. That is an incredible ac-
complishment in quality health care for veterans.

Similar improvements have been seen in other areas of preventa-
tive health services such as screening for cervical and breast cancer
and in the treatment of prevalent diseases such as diabetes and
mental illnesses. Simultaneously, patient satisfaction has in-
creased. In fact, VHA scored 79 on the externally conducted Amer-
ican Customer Satisfaction Index. This is significantly above the
score obtained by the private sector health institutions who scored
only 70 on that scale. Loyalty and Customer Service scores are
even higher at 90 and 87, respectively.
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Mr. Chairman, the VA New England Health Care System has
shared in the accomplishments of the VA health system and in
some instances has led the way. Network 1 also faces the same
challenges that confront many other areas of the country.

I would like to take the opportunity briefly to discuss the accom-
plishments and challenges that are facing the New England
Healthcare System (Network 1). Network 1 is an integrated and
comprehensive health care system that delivers care to all six New
England States, Maine, New Hampshire, Vermont, Massachusetts,
Rhode Island and Connecticut.

Twenty-five community-based outpatient clinics are strategically
located throughout New England and provide increased access to
health care services for veterans. Network 1 has significant and
long standing affiliations with some of the most prominent medical
schools in the country. These include Boston University, Brown,
Dartmouth, Harvard, Tufts, Yale, Universities of Connecticut, Mas-
sachusetts and Vermont Medical Schools and the University of
New England. Funded research programs are another strong suit
in Network 1 with the third highest research funding in VHA.

Over the past 5 years, from 1995 to 1999, VHA faced a very chal-
lenging budget situation. Our budget in real dollars decreased by
23 percent over that time period. However, I am pleased to tell you
that with the $1.7 billion increase that appropriated for VHA in
2000 and a $1.3 billion increase that has been proposed in the
Presidential budget for fiscal year 2001, we believe that we will be
able to increase the access and decrease waiting times for veterans,
further increasing the quality of care delivered by the Veterans
Health Administration.

Network 1 has seen several changes in leadership during the
past year. Mr. Fred Malphurs was appointed as the Interim Net-
work Director, following the retirement of the former Network Di-
rector. Mr. Malphurs has been instrumental in setting a course
that promotes teamwork, “open book management,” and greater
participation in network committees and strategic planning.

Recently, Dr. Jeannette Post was appointed as the Network Di-
rector after serving as the Acting Clinical Manager for 6 months.
I am pleased to tell you that she brings to this position excellent
management and clinical credentials and a passion for delivering
quality health care services to the veterans of New England. We
will provide effective leadership and expand the initiatives to pro-
vide quality, accessible health care services in an integrated deliv-
ery network.

I would like to turn the microphone over to Dr. Post at this point
to let her tell you about the initiatives that will take place in Net-
work 1 over the next several months.

Dr. Post.

[The prepared statement of Dr. Murphy follows:]
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kR

Mr. Chairman and members of the Committee,

| appreciate the opportunity to appear before you today to discuss “VA
Health Care in the New Millennium.” With me today are Dr. Jeannette Chirico-
Post, Network Director, Network 1; and Mr. William Conte, Medical Center
Director, Edith Nourse Rogers Memorial VA Medical Center, Bedford,
Massachusetis.

VHA National Perspective

The past decade has been chafacterized by dramatic change in the
delivery of health care services in the United States. In the past five years the
VA health care system has also made a tremendous transformation. VA
transformed itself from a disease-oriented, hospital-based health care system to
an integrated system providing a continuum of accessible, coordinated, patient-
centered and prevention-oriented care. We have seen demonstrable
improverrients in our capacity to achieve consistent reliable, accessible,
satisfying, high-quality care. We continue te face challenges of reducing medical
errors in health care; of meeting the needs of an aging population; of
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incorporating the explosive growth of scientific knowledge into daily practice; of
incorporating expensive new medical and information technologies; and of
realigning our infrastructure to more effectively support current health care
needs.

Structurally, the “New VHA” is composed of 22 Veterans integrated
Service Networks or “VISNs.” Each VISN forms a regional health care system
that provides a continuum of health care services to veterans who reside in a
geographical area rather than a collection of individual facilities providing
episodic services to veterans who come to those facilities.

More than at any other time in our history, VA more closely mirrors — and
in many cases exceeds — the best in private sector health care. Indeed, this
structural transformation underpins a quality transformation. Significant
organizational changes include:

o Closing more than 52% of all hospital care beds since July 1994.

e Reducing inpatient admissions by 34% since FY 1994 and FY 1 999.

e Reducing VHA’s bed days of care per 1,000 patients by more than 68%
nationally — from 3,523 to 1,136 between FY 1994 and FY 1999.

» Increasing annual ambulatory care visits from 24 to 37 million — a 52%
increase — since 1995.

o Providing health care to over 700,000 more veterans in FY 1999 than in
FY 1994 — a 31% increase. '

o Within VISNSs, consolidating management and operation of 48 hospitals
and/or clinics into 23 locally integrated health care systems since
September 1995.

e Approving and/or bringing 388 new Community Based Outpatient Clinics
(CBOCs} into operation since 1995. VA now has more than 1,200 sites of
care, bringing health services info more veterans’ communities.

e And over this same period, increasing the rate of selected surgeries and
procedures, which are safely provided in the ambulatory setting to 92%.
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Especially notable clinical achievements have reduced avoidable
hospitalizations, lowered mortality, and resulted in cost-savings through

reductions in avoidable health care expenditures. For example:

o Rates of pneumonia and influenza vaccinations provided VA patients far
exceed U.S. Public Health Service Healthy People 2000 goals and
available benchmarks.

o Life-saving beta-blocker medications after heart attacks are provided at
VA hospitals at rates that exceed all available benchmarks.

Similar improvements have been seen in other areas of preventive health
services such as screening for cervical and breast cancer and in the treatment of
prevalent diseases such as diabetes and mental illness. Simultaneously, patient
satisfaction has increased. In fact, VHA scored 79 on the extemally conducted
American Customer Satisfaction Index. This is significantly above the mean
private sector health care score of 70. Loyalty and Customer Service scores
were even higher at 80 and 87, respectively.

Mr. Chairman, the VA New England Health Care System (Network 1) has
shared in the accomplishments of the VA health system and in some instances
has lead the way. Network 1 also faces the same challenges that confront many
other areas of the country.

Network Perspective
| will take the opportunity to discuss the accomplishments and challenges

that are facing the VA New England Healthcare System (Network 1). Network 1
is an integrated and 6omprehénsive health care delivery system that delivers
care in six New England States: Maine, New Hampshire, Vermont,
Massachusetts, Rhode Island and Connecticut. Twenty-five community based
outpatient clinics are strategically located throughout New England and provide
increased access to health care services for veterans. Network 1 has
significant, longstanding affifiations with some of the most prominent medical -
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schools in this Country. These include Boston University, Brown, Dartmouth,
Harvard, Tufts, Yale, Universities of Connecticut, Massachusetts and Vermont
Medical Schools and the University of New England. Funded Research
Programs is another strong suit of Network 1 with the third highest research
funding in VHA.

Network 1 has seen several changes in leadership during the past year.
Mr. Fred Malphurs was appointed as the Interim Network Director, following the
retirement of the former Network Director. Mr. Malphurs has been instrumental
in setting a course that promotes teamwork, "open book management,” and
greater participation in network committees and strategic planning. He has taken
every opportunity to re-examine the business practices in the organization and to
foster an organization that thinks “Network”. Recently, Dr. Jeannette Chirico-
Post was appointed as the Network Director, after serving as the Acting Network
Clinical Manager for six months. She brings to the position excellent
management and clinical credentials and a passion for delivering quality health
care services to the veterans of New England. She will provide effective
leadership and expand the initiatives to provide quality, accessible health care
services in an integrated delivery network.

In the spirit of the One VA initiative, Network 1 is working with the
Veterans Benefits Administration (VBA) to explore co-location of VBA services
on-site at the VA Connecticut Healthcare System and the Providence VA Medical
Center. Recently, VHA and VBA in New England collaborated on a task force to
streamiine the process for compensation and pension examinations. The
recommendations are being published in Network 1's March issue of “Veterans’

- Healthy Living,” which will be mailed to over 200,000 veterans in New England.

Seeing the need for a comprehensive planning document to guide the
Network, a draft strategic plan was created and disseminated in January 2000.
This document is the beginning of the Network planning cycle and is designed to
elicit feedback from stakeholders as to the direction the Network will take over

the next several years.
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Network 1 is committed to transforming its health care delivery system to
respond to the challenges of the revolutions in health care and new technologies.
The speed of change in the quantity, quality, and types of health care programs
is rapidly increasing . For example, the new emphasis on community-based
programs will result in an expansion of programs such as community-based
outpatient clinics and home-based primary care. The Network’s goal is to
increase the number of veteran users by 5% and decrease the cost of care by
5%. A major Network 1 initiative has been the development of an integrated
health care system based on primary/ambulatory care. Implementing the
primary care model has resulted in improved continuity, improved satisfaction
and an increase in the number of patients served. The transition of some
resources from hospital-based to CBOCs and other community-based programs
have facilitated veteran’s access to care. The Network opened a new CBOC in
Southern Maine on March 17, 2000. We expect the following CBOCs to be
opened in 2000:

Massachusetfts: Dorchester, Fitchburg, Gloucester, Martha’s Vineyard,

Nantucket, Plymouth, Quincy and Turners Falls

New Hampshire:  Conway, Wolfboro

Connecticut: Danbury
Rhode Island: Newport
Vermont: St. Johnsbury

Another strategic goal of Network 1 is to integrate health services by fuily
implementing Care Line management. Implementing Care Lines will result in a
higher degree of coordinated care in Primary Care, Mental Health and Behavioral
Sciences, Spinal Cord Injury, Specialty and Acute Care, and Geriatrics and
Extended Care. Another major initiative is the consolidation of Boston and West
Roxbury facilities. Acute inpatient services will remain on the West Roxbury
campus and ambulatory care services will be enhanced at the Boston site. The
consolidation will reduce redundant services and eliminate administrative
duplication.
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Numerous alliances that will expand access are being entered into
through sharing agreements such as with TRICARE and the Department of
Defense (DoD). New technologies such as telemedicine and teleradiology are
also expanding access to care for patients. Accessibility of patient informatioh is
greatly enhanced for providers through Network 1’s information system, such as
the electronic patient record and WebTop. Network 1's Internet/Intranet sites
also facilitate access to information. Further investments in information systems
technologies will facilitate expansion of services into rural areas.

Network 1 is committed to providing quality health care and services to the
veterans it serves across New England. The goalis o provide the right care, at
the right time and at the right level required to safely and compassionately mest
the unique needs of each veteran.

This process integrates and emphasizes customer feedback to assure that
value is added for patients and other stakeholders. Since the inception of
standardized customer service feedback surveys, Network 1 has consistently
been the leader in Ambulatory Care Customer Satisfaction. Feedback from
patients is one of the most significant measures of quality. Network 1 is currently
number “ONE" in the country in the percentage of ambulatory patients rating
overall quality of care as Very Good or Excellent. In addition, for FY 1998 and
FYV 1898, Network 1 was the only Network to perform at least two standard
deviations better than the national VHA average in gach of the categories of
customer service and is quickly approaching the standard of excellence reported
by the Picker Institute (Access, Preferences, Patient Education; Emotional
Support; Coordination of Visits; Overall Coordination; Continuity of Care,
Courtesy, Pharmacy and Speciality Care).

With regards to quality of care measures, Network 1 has demonstrated
progressive and consistent improvement in the areas of disease prevention, the
management of chronic disease, and use of nationally accepted clinical practice
guidelines. Although they have not yet reached their performance goals, they
have demonstrated a substantial rate of improvement in performance overall in
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national measures. They continue to perform exceptionally in the area of
palliative care.

Network 1 has a strong commitment to continuous quality improvement
utilizing an integratéd approach to standardize to best practices throughout the
Network. There has been great success in significantly enhancing access to care
by decreasing waits and delays for clinic appointments as a part of a VHA
collaborative project with the Institute for Healthcare Improvement to reduce
waits and delays. We are proud of Network 1’s accomplishments and will
aggressively spread lessons learned to include clinics Network-wide.

Other areas of emphasis to add value to veteran's heaith care services
include: pain management, case management, clinical practice guidelines,
utilization management, telemedicine and telephone advice programs.

Network 1 was the first Network to obtain JCAHO Network Accreditation
with Commendation. It was recognized for meritorious achievement as a finalist
for the Kizer Quality Achievement Recognition Grant last year and is committed
o continuing to challenge itself through these and other external assessments.
Network 1 is the main site for the Quality Scholars Fellowship Program and one
of four National Patient Safety Centers of Inquiry in VHA.

With quality, cost, and marketplace challenges facing Network 1,
communications have become even more critical to assure a high performance
organization. Network 1 has established a communication system that is
customer-focused and supports the Network’s miséion and goals. Network 1 has
embarked on a new mission to communicate more often and in more detail with
veterans, employees, affiliates, congressional ofﬁces; local unions and other
stakeholders. A Communications Council has been established with
representatives from Network staff, Care Line managers, patient education
representatives, and veterans.

A number of communication tools have been developed that are
responsive to the needs of patients, employees, and stakeholders and enhance
understanding of Network initiatives. The monthly electronic newsletter, “News
at a Glance” is distributed to approximately 9,100 recipients including employees,



26

affiliates and congressional offices to provide up-to-date information on new
initiatives and events occurring throughout the Network. The first issue of a
quarterly health and wellness newsletter entitled, “Veterans’ Health Living” was
just distributed to 200,000 user and non-user veterans in New England. This
newsletter provides patient education, health promotion, and highlights Network
initiatives. A quarterly published employee newsletter will be published in Aprif to
include more in-depth articles on strategic initiatives, awards, and achievements
from the six New England States.

The communication publications are also made available on the
Intranet/Internet web sites to facilitate access to information for patients,
employees, and other stakeholders. In addition, a section entitled “Frequently
Asked Questions” for the Director was added to the web site as another means
of providing consistent, coordinated information. All of these publications have
built-in customer surveys to ensure there is a two-way communication system
process. . ‘ '

The Executive Leadership Council, the policy-making body of the Network,
has been expanded to inciude a broader representation of the stakeholder
interests in the Network. Over the last four months, this more inclusive
representation of local labor unions, clinical managers and employees, has
proven invaluable to the deliberation and implementation of strategic direction for
the Network.

Challenges facing Network 1

One of the greatest challenges facing Network 1 is the need to come
together as one Network instead of its current parochial orientation of nine
individual medical centers. Recognizing the reality of the parochial interests of
the six New England states with individual congressional delegations, veteran
service organizations, local unions and individual medical school affiliations,
Network 1 needs to move from a hospital-centered system to a Network centered
system which provides health care services along the entire health care
continuum. The Network must re-engineer it business processes and implement
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clinical practice guidelines to ensure there is a single, consistent standard of
quality health care regardless of the geographic location where the care is
delivered.

Network 1 will further implement Service/Care Lines as it evolves to a
more clinically integrated delivery system. Service/Care Lines are intended to
enhance the provision of uniform, high quality care/services throughout the
Network by reducing variations in care and standardizing availability and
coordination of services. The Service/Care Line is a multidisciplinary team united
by function and driven by outcome goals for the services it provides. This allows
for improved management of patients along a seamless continuum of care.

Seven Network Clinical Service Lines are in various stages of
development and implementation including Laboratory, Primary Care, Mental
Health and Behavioral Sciences, Acute and Specialty Care, Spinal Cord,
Geriatrics and Long-Term Care and Prosthetics. Each Care/Service Line has an
identified leader who, in the future, will manage resources to achieve measurable
outcomes of improvement. An eighth consolidated program, Pharmacy, is
currently being planned for rapid deployment.

The Geriatrics & Long- Term Care Line is currently being implemented.
This care line will play an integral role in implementation of the provisions in the
Miliennium Bill. There will be a shift of emphasis by promoting increased care at
home and within the community where clinically appropriate. Increased use of
technology such as telemedicine will assist in this transition. VA nursing home
care will serve as the most intense level of extended care and will focus on
subacute and restorative care with the goals of maintaining function and/or
providing chronic care at the least intense level.

Network 1 has initiated a series of meetings to partner with the
Commandants of the State Veterans Homes in New England. These meetings
have highlighted our mutual interest in serving veterans and to date, have
accomplished the following initiatives: sharing prime vendor contracts; sharing
agreements for purchasing medicai supplies; priority access to excess VA
equipment; and lease agreements for unused VA space.
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The VERA resource allocation system was developed in response to a
congressional mandate that required VHA to allocate funds in an equitabie
manner. This allocation system was developed to match resources with patient
needs across the country. This created shifts in resource allocation, phased in
over a three-year period. Although, this Network received reductions in resource
allocations in the first two years under VERA. In FY 2000, Network 1 received a
5.5% increase or $43 million dollars over its FY 1999 allocation — which equates
to a 6.0% increase or a Network average price of $4,853. Assuming VA receives
the President’s requested funding In FY 2001 for Veterans Medical Care, it is
projected that Network 1 share of VERA funding would be 2.9% or $24 million
doliars above FY2000.

Network 1 has a cost per unique patient that is approximately $400
greater than the national mean, and has staffing ratios that are some of the
highest in the country. Although significant strides have been made to reduce
overall cost per patient, additional efforts to gain efficiencies through
reorganization of health care delivery systems are required. These efforts will
improve the Network's ability to deliver high quality care and serve more patients
at a reduced cost in the future.

it is widely recognized that access to information will be the comerstone of
the “New VHA". The successful implementation of information technology will
have a direct impact on Network 1’s success in delivering integrated health care
services throughout New England. VHA has made the development of a
computerized patient record a major long-term goal. In the emerging clinical
information environment, all information relevant to treating a patient must be
available in such a way that it is secure yet accessible to health care providers
clinical and management decision-makers, educators, and researchers.

CPRS, the Computerized Patient Record Sysfem, enables clinicians,
nurses, clerks, and others to enter, review, and continuously update all
information connected with a patient. CPRS, which is in use at all nine VA
medical centers in Network 1, organizes and presents all relevant data on a

patient in a way that directly supports clinical decision making and patient care.

10
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The ultimate goal of CPRS is to create an integrated patient record system that
gives physicians both efficient ordering and documentation capabilities as well as
enough information to make better decisions regarding orders and treatment.
This system provides a safer environment for our patients and staff.

Network 1 is actively implementing the VistA imaging system, which
captures clinical images and scanned documents and makes them part of the
patient's electronic medical record. Images and text files are provided in an
integrated manner which facilitates the clinician's task of correlating the data and
making patient care decisions in a timely and accurate way. The system aids
communication and consultation among physicians - - whether in the same
department, in different services, or at different sites.

To allow clinical access to information throughout New England, Network
1 is implementing a web browser technology called WebTop. This state-of-the-
art information technology allows the clinical staff to access a single database
and retrieve electronic medical record information on any patient treated at other

VA medical centers in VISN 1. &

Medical Center Perspective

Since this hearing today is being held in Peabody, Massachusetts, | will
provide you with information on a few of the many successful local initiatives.
VHA and Network 1 appreciate the support and encouragement of the New
England Congressional Delegation in the opening of new Community Based
Outpatient Clinics. Congressional support was instrumental in the success of the
clinics in Lynn and Haverhill, and to the proposed clinic for Gloucester. The clinic
in Haverhill is located within Hale Hospital, a facility-owned and operated by the
City of Haverhill, creating a mutually beneficial partnership with the community.
The clinic in Lynn is located in a private sector medical building. Both the Lynn
and Haverhill clinics provide primary care services and have expanded to include
mental health counseling.

The Edith Nourse Rogers Memorial Veterans Hospital, in Bedford,
operates an Alzheimer’s care program that is nationally known for the

11
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comprehensive quality care provided. It is comprised of an Outpatient Program,
an Adult Day Care Center, and an Inpatient Program. The Alzheimer’s care
program is fully integrated with the Geriatric Research Education & Clinical
Center (GRECC). The Bedford GRECC program is a unique program in that it is
fully integrated with clinical care; a full partner with it's academic affiliate (Boston
University); and designated by VHA Headquarters as a National Center to
facilitate cooperative efforts between the VA, private sector health care
organizations and pharmaceutical companies.

To enhance the continuum of health care services provided to veterans,
the Bedford VA Medical Center has embarked on two innovative projects utilizing
the Enhanced Use sharing authority. The first proposal is to establish a
cooperative venture with a private sector organization for construction and
operation of an Assisted Living Center at the Bedford VA Medical Center with an
emphasis on patients with Alzheimer’s. In return for the ability to utilize VA
property, the private sector organization will provide bed space for VA patients at
no charge. This proposal is expected to be approved and construction started in
2001. The second proposal would establish a cooperative venture with the New
England Shelter for Homeless Veterans (NESHV), a non-profit organization, for
construction and operation of 40 units of Single Residency Housing at Bedford.
in return for the ability to utilize VA property the NESHV will provide several units
for VA patients at no charge. This proposal is expected to be approved and
construction started in the near future.

Another example of a VA-private sector partnership is in the area of health
care services to homeless veterans. A private sector homeless services
provider, Ms Leslie Lightfoot, has received a VA Grant to obtain, equip and
operate a health care van in the greater Worcester, MA area. This program will
provide the van at scheduled, designated locations to perform basic health
screenings and follow-up. The Bedford VA Medical Center will provide expertise
in the planning phases of this project and will provide equipment, supplies and
personnel to support this important homeless outreach effort which is expected to
be operational by this falil.

12
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Conclusion

Thank you for the opportunity to discuss the achievements and challenges
of VHA at the National, Network and local level. This concludes my opening
statement and | and my colleagues would be pleased to answer any questions
you or the members of the committee may have.

13
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Dr. PosT. Thank you for the opportunity to discuss the accom-
plishments and challenges that are facing the VA New England
health care system. Network 1 is an integrated and comprehensive
health care delivery system that delivers care in the six New Eng-
land States. Twenty-five community-based outpatient clinics are
strategically located throughout New England and provide in-
creased access to health care services for veterans.

Network has a significant and longstanding affiliation with nine
of the most prominent medical schools in this country. We are the
third highest research funding in VHA. Network 1 is committed to
provide quality health care services to the veterans throughout
New England. The goal is to provide the right care at the right
time and at the right level required to safely and compassionately
meet the unique needs of each veteran.

A major Network 1 initiative has been the development of this
integrated health care system based in primary care. This primary
care model has resulted in improved continuity, improved satisfac-
tion and an increase in the number of patients served.

The Network opened a new CBOC in southern Maine on March
17 and we expect to open 12 new CBOCs this year. Feedback from
patients is one of the most significant measures of quality. We are
currently No. 1 in the country in overall quality of care as rated
by ambulatory care patients.

Network 1 was the first network to obtain the joint commission
of accreditation, network accreditation with commendation. It was
recognized for meritorious achievement as a finalist for the kinds
of quality achievement recognition grant last year.

Network 1 has embarked on a new mission to communicate more
often and in more detail with veterans, employees, affiliates, con-
gressional offices, local unions and other stakeholders. A number of
communication tools have been developed that are responsive to
the needs of patients, employees and stakeholders and enhance the
understanding of network initiatives.

All nine VA Medical Centers are utilizing the computerized pa-
tient medical record. We have implemented a state-of-the-art infor-
mation technology called Webtop which will allow a clinician any-
where in New England to access the electronic medical record for
any enrolled patient. Both of these systems will foster communica-
tion and consultation among physicians throughout New England.

One of the greatest challenges facing Network 1 is the need to
come together as one network instead of its current, parochial ori-
entation of nine individual medical centers. Network needs to move
from a hospital-centered system to a Network patient centered sys-
tem which provides health care services along the entire health
care continuum. The Network must re-engineer its business proc-
esses and implement clinical practice guidelines to ensure there is
a single, consistent standard of quality health care regardless of ge-
ographic location of care and delivery.

Another strategic goal of Network 1 is to integrate health serv-
ices by fully implementing Care Line management. Care Lines are
intended to enhance the provision of uniform, high quality services
throughout the network by reducing variations in care and stand-
ardizing availability and coordination of services. This allows for
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improved management of patients along a seamless continuum of
care.

Another major initiative is the consolidation of the local Boston
facilities, Jamaica Plain, West Roxbury and Brockton. The consoli-
dation will reduce duplicate clinical services and business proc-
esses. The Bureau of Resource Allocation System was developed to
match resources with patient needs across the country. Although
the network received reductions in resource allocations in the first
2 years, in fiscal year 2000 Network 1 received a 5%z percent in-
crease or $43 million more than the prior year. It is projected that
our next year’s funding will be a 2.9 percent increase equated to
$24 million.

Network 1 has a cost per unique patient that is approximately
$400 greater than the national need and has staffing ratios that
are some of the highest in the country. We have made strides to
reduce overall cost per patient, however, we need to gain additional
efficiencies through reorganization of health care delivery systems.
These efforts will improve the network’s ability to deliver high
quality care and serve more patients at a reduced cost in the fu-
ture.

Thank you for the opportunity to discuss the achievements of
Network 1.

Mr. CoNTE. For those who do not know the scope of the Bedford
Hospital, it is basically a long term care facility psychiatric care
with rehab focus, a large Alzheimer’s component and a primary
care clinic around the eastern Massachusetts area and a large re-
search component.

Since this hearing today is being held in Peabody, MA, I will pro-
vide you with information of a few of the many successful local ini-
tiatives. VHA Network 1 appreciates the support and encourage-
ment of the New England Congressional Delegation in the opening
of new community based outpatient clinics.

Congressional support was instrumental in the success of the
clinics in Lynn and Haverhill, and to the proposed clinic for
Gloucester. The clinic in Haverhill is located with the Hale Hos-
pital, a facility owned and operated by the city of Haverhill, creat-
ing a mutually beneficial partnership with the community. The
clinic in Lynn is located in a private sector medical building. Both
the Lynn and Haverhill clinics provide primary care services and
have expanded recently to include mental health counseling.

The Edith Nourse Rogers Memorial Veterans Administration
Hospital in Bedford operates an Alzheimer’s care program that is
nationally known for its comprehensive quality care. It is com-
prised of an Outpatient Program, an Adult Day Care Center and
an Inpatient Program.

The Alzheimer’s care program is fully integrated with the Geri-
atric Research Education and Clinical Center known as a GRECC
in the VA facility. The Bedford GRECC program is a unique pro-
gram in that it is fully integrated with clinical care, a full partner
with its academic affiliate, Boston University, and designated by
VHA Headquarters as a National Center to facilitate cooperative
efforts between the VA, private sector health care organizations
and pharmaceutical companies.
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To enhance the continuum of health care services provided to
veterans, the Bedford VA Medical Center has embarked on two in-
novative projects utilizing the Enhanced Use leasing authority. The
first proposal is to establish a cooperative venture with a private
sector organization for construction and operation of an Assisted
Living Center at the Bedford VA Medical Center with an emphasis
on Alzheimer’s.

In return for the ability to utilize VA property, the private sector
organization will provide bed space for VA patients at no charge.
This proposal is expected to be approved and construction started
in 2001. The second proposal would establish a cooperative venture
with the New England Shelter for Homeless Veterans, a nonprofit
organization for construction and operation of 40 units of Single
Residency Housing at Bedford. In return for the ability to utilize
VA property, the New England Shelter will lease the building and
this will help us offset some of our operational costs. This is a
change in the testimony. This proposal is expected to be approved
and construction started in the near future.

Another example of a VA-private sector partnership is in the
area of health care services to homeless veterans. A private sector
homeless services provider, Ms. Leslie Lightfoot, has received a VA
Grant to obtain, equip and operate a health care van in the greater
Worcester, MA area. This program will provide the van at sched-
uled, designated locations to perform basic health screenings and
followup.

The Bedford VA Medical Center will provide expertise in the
planning phases of this project and will provide equipment, sup-
plies and personnel to support this important homeless outreach ef-
fort which is expected to be operational by this fall.

Thank you.

Mr. SHAYS. At this, Mr. Tierney, I invite you ask any questions
you would like.

Mr. TiERNEY. Thank you very much, Mr. Chairman, I thank the
members of the panel for their testimony.

I want to ask Mr. Conte a question first, but I think I would be
remiss if I did not share with the folks that are here, as well as
with the chairman, just the wonderful work that the folks at the
VA Hospital in Bedford have done and the cooperation that they
have given my office and the veterans’ councils and agents
throughout the district.

We have had a number of health fairs that probably could not
have happened without Mr. Conte and his staffs volunteering con-
siderable amounts of their time on several days in this past couple
of years in Haverhill, in Lynn and out in Gloucester where people
gave their time to run the tests, to sign people up to make sure
that we had appreciation for the number of veterans who would,
in fact, utilize those services.

And so I want to thank you publicly and your staff through you
for the cooperation that you have had. And it went beyond that.
Once the CBOCs were actually cited first on the North Shore and
then in Haverhill. The staff worked with local veterans’ councils
and gave them a voice in where they would be located and how
they would be established and how they would be staffed and that
continues to go on, so we are very, very appreciative of that.
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Last, let me just say we gave you a major headache at one point
in time when we put out a veterans’ newsletter that indicated that
there was a prescription drug benefit to which veterans were enti-
tled and I think the next day you had over 500 phone calls rushing
into the clinics and your office was good natured and gracious
about building those and making sure that the veterans, in fact,
got the benefit of those services so on behalf of veterans I would
thank you for making sure that they were well served with the
right disposition and attitude when that increase of calls came in.

As you know, Mr. Conte, I am very much a proponent of the com-
munity-based outpatient clinics. Can you tell us roughly what re-
sources these clinics that are in this district have had and how
many physicians and nurses they have and what type of care they
are generally provided?

Mr. CoNTE. Yes. I will start with Lynn. Lynn was originally
staffed with the positions of a physician and a nurse practitioner
and administrative support and that would be roughly in the area
of about $350,000 worth of personal services and then in the Lynn
area we contracted with a medical building there and I believe the
lease was in probably the $30,000 range, so we are looking at about
$400,000 roughly that goes into that clinic when it started a year
and a half ago.

We have increased services. At this point we have mental health
practitioners going up there now, so I would say we are well up
over $500,000, according to that clinic. That does not count all the
new patients or the new prescription drugs and all the services we
provide back at the Bedford facility. Haverhill was brought up the
same way.

Both of these clinics were brought up as a startup initiative, let
it grow and let us meet the demand. Haverhill is very similar in
terms of its original start. It was a nurse practitioner, physician
and administrative support, again in the $300,000 to $500,000
range at this point in time.

Mental health services are expanding in both those areas as we
speak.

Mr. TIERNEY. Does the entire budget for those facilities come
from the Bedford facility?

Mr. CONTE. In the past, yes, that has been true and the issue
was that if we did get an outpatient clinic we would generate those
dollars within the facility and the VA facility at Bedford, we have
been very dynamic in rearranging, reprogramming dollars.

We have done a lot of sharing with other facilities. We have done
a lot of consolidations for things like administrative services. For
example, a good example, we used to have a large kitchen staff,
now we do cook/chill which is basically cooked in West Roxbury,
the food is prepared there, it is brought to the veterans facility and
that saves us a lot of dollars and that provided the dollars to ex-
pand to those clinics.

The Haverhill staff are part of the Bedford facility and so are the
Lynn staff, so is the Winchendon staff. There is another group out
in Winchendon that people do not realize has been there for many
years. Also the VCC in the Lowell area, Veterans’ Community Care
Center.
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Mr. TIERNEY. And despite, has the Bedford facility been able to
maintain its patient case load, the waiting time has been about the
same and not increased?

Mr. CONTE. Two questions. The waiting time, 5 years ago, we
have a member of the GPRA, Government Performance Review
Act. We are a pilot site. We establish times that were in the range
of 7 days and less than 30 minutes to be seen in a primary care
clinic. Over those 5 year periods, I do not think we have exceeded
those times four or five times. We have a strong QA program that
monitors that, so we have been working with that for many years,
so yes, we have been able to maintain our times by shifting staff
in the ambulatory care.

The other issue is that the dollars that we have taken from pro-
grams have enhanced that ability to expand those clinics. We have
expanded some clinics and have been able to maintain those times,
yes.

Mr. TIERNEY. One of the issues I expect me hear about some-
thing today, but I heard about it quite frequently in our offices is
transportation. I understand there is shuttle service to the Bedford
facility, but I would like for you to take a moment, if you would
to describe how often the shuttle runs and what is entailed in par-
ticipating in that transportation.

Mr. ConNTE. Difficult question. They change quite a bit. There is
shuttle that runs from the Worcester clinic, excuse me, from the
Lynn clinic to Bedford and back, I believe four times a day, a morn-
ing run and the afternoon run. There is also a shuttle that runs
to the Haverhill clinic back to Bedford and then there is part of a
consolidated transportation network that is working out of Boston
that the VISN initiative startup was a VISN initiative about a year
andka half ago when they were working the transportation net-
work.

We, ourselves, at the Bedford facility decided to run this shuttle
to try to get people back to the Bedford facility when they need
that kind of care and I think it has been reasonably successful. As
the clinic expands, there may be need for more transportation. Ob-
viously, you identified that earlier.

Mr. TIERNEY. How is the staff of these programs being paid? Are
they being paid by the clinics themselves or?

Mr. CONTE. Out of our operating dollars at the veterans facility,
certainly.

Mr. TIERNEY. Are there any other plans for that network trans-
portation concern in the future?

Mr. CONTE. At the VISN letter there is a Boston consolidated
transportation network and actually there was a contract let out
about a year and a half ago and there was an evaluation period.
We are going through that right now, for the private sector vendor
who was coordinating that transportation network in the Boston
area. Lynn and Haverhill are not included the initial startup of
that, so we ran the vans ourselves, but we have to look at that, yes.

Mr. TIERNEY. With the indulgence of the chair I would like to
continue. I am beyond my time for a couple of seconds.

Can you describe how someone who wanted to go to the clinic in
Haverhill would actually get to say Jamaica Plain or Bedford or
West Roxbury if they needed to get there, how that works?
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Mr. CONTE. I believe there is a van that is going down to Ja-
maica Plain, but it is not as regular, I believe, as the one we have
running back from Bedford, but you could take two routes, obvi-
ously, public transportation being another option, but you could
take a van from the Lynn clinic to Bedford and then from Bedford
into Jamaica Plain which makes it a little difficult sometimes and
I believe we are starting an initiative to run a van from those clin-
ics because they have gotten to the point where you have enough
demand. In the past there has not been that demand.

Mr. TIERNEY. Is the demand for the service of the clinics actually
helping our budget here locally, the way the current funding situa-
tion is going?

Mr. CONTE. I would think so. Our numbers alone have gone from
about 9,700 veterans to over 11,000 and we have been trying to put
a finger on that, if they were coming to Bedford and now to Lynn
or if they were new at Lynn and I would strongly support the idea
that more people are coming to the Lynn and Haverhill clinics be-
cause of access and therefore we are earning more dollars under
this VERA model, yes.

Mr. TIERNEY. Now a lot of veterans have asked questions about
the plans to implement the new millennium bill, maybe you could
help us first by telling us a little bit about the requirements of the
bill or Dr. Murphy or Dr. Post or whoever, just give a brief outline
about the millennium bill and then maybe I think somebody was
a little perplexed about the lack of funding, a vital functioning of
that particular bill and all that it calls for and I would like for you
to tell us what your approach is going to be in dealing with that.

Dr. MurpHY. I will start and then I will turn it over to Dr. Post.
The millennium bill is a rather complex piece of legislation. The
millennium bill provides for a continuum of long-term care. In fact,
it provides long-term care to veterans who are greater than 70 per-
cent service connected and allows VA to provide that care on a
more consistent basis.

It also gives us the ability to provide noninstitutional long-term
care by allowing us to set up pilots for assisted living and to do
more home-based, long-term health care. It also changes some of
the provisions for the State homes.

As you can imagine, the implementation of this legislation re-
quires many policy decisions and publication of regulations. We are
well into that process and expect to be able to move forward rel-
atively quickly. In fact, Dr. Post spent last week down in Leesburg,
VA leading one of the seven subcommittees working on the imple-
mentation plan for that bill. It is a complex piece of legislation, but
it does give veterans more access to the long-term care that they
are going to need in the future.

Were there specific aspects of the bill?

Mr. TIERNEY. I was interested in the funding of it which I think
is problematically probably more on our level than yours, but I am
curious to know what your approach is going to be.

Dr. MurpHY. We did put specific funding into the 2001 budget
that will allow us to fully fund the long term care piece of that leg-
islation.

In addition, the legislation set out VA authority to charge copay-
ments for some long-term care and so part of what will pay for that
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is some of the co-payments that we will collect from veterans who
use the long-term care.

Mr. TiERNEY. Does that also include—I was concerned that as
that bill was coming through Congress with the prescription drug
aspect of that. I was very concerned at the beginning, but there is
now an allowance for an increase in the co-pay on that. Do you an-
ticipate that that is going to a severe increase, moderate increase,
no increase?

Dr. MURPHY. We do not believe that there will be a very large
increase in the pharmacy co-payments. The problem was that the
level of co-payment the VA was charging was not even paying for
the administrative costs of sending out the bills for the copay-
ments. I think the copayments are likely to be under $10 and prob-
ably closer to $5 per monthly medication refill.

Mr. TIERNEY. Thank you.

Dr. PosT. I just wanted to add to the comments that Dr. Murphy
just gave you about the implementation of the millennium bill. If
you believe that all health care should be local I think VA has
moved in the right direction by establishing an increasing number
of access points or CBOCs and in our network alone with the addi-
tional 10 to 12 that will happen in this year, that will be a plus.

The millennium bill affords us the opportunity to make all long
term care local and that includes not only the institutional care,
but the noninstitutional care and we in New England have already
started to move to enhance that access, our relationships with the
State Veteran Homes, the further development of the geriatric and
long-term care on that. We have additional development of 24 hour
day, 7 day a week contact with us from the emergency room.

Mr. TIERNEY. Can you tell me how that will work? Are you going
to reduce bed space now and bring it more out to the community
and more outpatient based. What about the long term care inpa-
tient demand? When that increases in the future, will we have
what we need to address that?

Dr. Posrt. I think that is part of the process for us. Part of the
process is to decide where is the right level for the patient to be
maintained for the longest period of time for the patient to main-
tain his functional independence.

Mr. Conte talked about our Alzheimer’s unit at the Bedford VA
which maintains the patient from an ambulatory care through a
day care and then up through institutional care. I think that over
time the issue for us is to have the right size and I do not know
if I can predict the numbers that are there for right now.

Mr. TIERNEY. Are you in the process of doing any sort of survey
or determining what the likely demand for in-patient care is going
to be for baby boomers?

Dr. PosrT. I think that is part of our geriatric/long term care line
to make an assessment of where we should be and then to address,
as Dr. Murphy has said, through the millennium bill, the addi-
tional placement of those patients that are 70 percent or greater.

Mr. TiERNEY. Thank you. Mr. Chairman, why do not I let you
have a few questions.

Mr. SHAYS. Thank you. I am going to ask these questions as if
I were in Washington and not be concerned that I am asking them



39

in Massachusetts, but the purpose is to understand the challenges
and to give you an opportunity to respond to it.

In Connecticut, we felt we did our duty by consolidating
Newington and West Haven and making it one system which is re-
ferred to as the Connecticut Health Care System. You have a facil-
ity in Vermont. You have a facility in New Hampshire. You have
a facility—I am talking major facilities, not community-based
health care clinics, a major facility in Rhode Island as well. And
you have four facilities in Massachusetts, I believe, and now you
have consolidated two and I just want to sense, is there going to
be eventually one Massachusetts Health Care System coordinating
the major hospitals?

Dr. Post. The process to look at the delivery of health care in
Massachusetts was thoroughly reviewed. That review process
began some 2 to 3 years ago as we came to be an integrated deliv-
ery system. And actually, Mr. Conte and I were on one of the first
groups to look at what we should do in the network for those two
locations, 5 miles apart, Jamaica Plain and West Roxbury. West
Roxbury had already been joined with the Brockton VA I think
some 10 years prior to——

Mr. SHAYS. How many major facilities are we talking about in
community based health care clinics?

Dr. PosT. Bedford, JP, Jamaica Plain, West Roxbury and Brock-
ton.

Mr. SHAYS. Five facilities. I am sorry, four.

Dr. Posr. Four facilities.

Mr. SHAYS. Right, consolidated into how many?

Dr. PosT. No, Bedford is still unique. The Jamaica Plain, West
Roxbury and Brockton have been in the process of consolidating
and integrating into a single health care system.

Mr. SHAYS. And it will have one so then you will have two budg-
ets.

Dr. Posr. Right.

Mr. SHAYS. And the savings from that, it seems to me can then
be poured into—it does not go back down to Washington, it stays
up in District 1?

Dr. Posrt. Correct, in VISN 1.

Mr. SHAYS. When will that consolidation be concluded?

Dr. Posr. It is projected to be finished within the next 3 to 4
years.

Mr. SHAYS. So right now we have five community based health
care clinics in Connecticut. Is there any plan to open any others,
do you know?

Did I ask the wrong question? [Laughter.]

Dr. PosT. And I did not even answer yet.

Mr. SHAYS. Is that your final answer? I would just be interested
in knowing how the transcriber records that event. [Laughter.]

I saw some veterans actually dive for—as they are trained.

Yes?

Dr. Post. If I may answer the question, as we as a network look
at where care is delivered and I said it before and I will repeat my
phrase of health care is local, so there are additional CBOCs
planned for Massachusetts as well as Connecticut.
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Mr. SHAYS. Will any of these go through—you have 5 in Con-
necticut, 6 in Maine, given the size of the State, 2 in Vermont, 10
in Massachusetts, 2 in New Hampshire and none in Rhode Island,
community based health care clinics. Do I have old information?

Dr. PosST. No, that is correct.

Mr. SHAYS. Now do you have plans to increase the number in
Connecticut, in Massachusetts? Are there any specific ones that
you can mention?

Dr. PosT. I would be happy to mention some of them. We actu-
ally have just submitted, I think it is four or five that have gone
into headquarters for the technical review that is required and I
will check on the site of the Connecticut one. I just cannot remem-
ber. I think it is Danbury.

Mr. SHAYS. I think you are right.

Dr. Post. OK, and in Massachusetts, it is the Gloucester clinic,
it is Quincy, two sites, Turners Falls in the western part of the
State of Massachusetts and additional ones in Massachusetts to be
considered. And in Rhode Island, there is one in Newport, Martha’s
Vineyard in Massachusetts as well is being considered.

Mr. SHAYS. Massachusetts now has three community based
health care clinics?

Dr. Posrt. That is correct.

Mr. TIERNEY. This is a powerful man.

[Applause.]

Mr. TIERNEY. These clinics have enabled you, it seems to me, to
provide a better service for those particular needs at a reduced
cost, is that correct?

Dr. PosT. That is correct and as I mentioned in my opening testi-
mony that as an integrated delivery system, as we move toward an
ambulatory care or primary care service line, we will develop as a
network a standard of care across the network that is to the best
practice so that the care that is rendered in Lynn and Haverhill
is the same that is rendered in Newington and West Haven clinics
in Connecticut. We can, as an integrated delivery system, then
grow in terms of meeting the needs of our patients.

As Mr. Conte said, the majority of care that is delivered in our
CBOCs is primary care. Good primary care can meet 80 to 85 per-
cent of the needs of our veteran population. Following that, the
specialty services, the mental health services. As we know the pop-
ulation that we are managing, then we need to provide the addi-
tional support for both the mental health and the specialty clinics.

Mr. TIERNEY. Now the way the system works, as you service
more veterans, you get more resources provided, correct?

Dr. Posr. Correct.

Mr. TIERNEY. So it is based on the number of veterans served.

Dr. MurpHY. Correct.

Mr. TIERNEY. And it strikes me that by expanding community-
based health care clinics you are reaching more veterans as they
get older who need this service who do not have to go into a larger
facility with the bureaucracy sometimes associated with the larger
facility. It is more personal and so on. I think the next hearing that
I want to know is why does one Member of Congress get three in
a State with only 10 Members, but that is for another hearing.



41

Mr. SHAYS. Let me just ask you another question. One of the
tragedies of our failure to properly—is there someone who is kick-
ing the mic that we do not know about? It is a shocking sound.

Let us give it a try. Our failure to properly protect our blood sup-
ply resulted in the HIV virus working—that pathogen working into
our blood supply, but one of the silent killers was hepatitis C and
in the course of our hearings we learned about hepatitis C a num-
ber of years ago.

My sense is that the VA has done a better job than almost any
other health care network in terms of dealing with hepatitis C and
I would just like to know if, Dr. Murphy, you could give us a sense
of what 1s happening there?

Dr. MURPHY. I would be happy to. Thank you for the compliment
on our hepatitis C program. I think VA has been very proactive on
this issue. And one of the reasons for that is that VA or veterans
have a higher rate of hepatitis C than the general population. The
population in the United States has a rate of about 1.8 percent of
hepatitis C and veterans at least by our estimates from a 1-day
screening program have a rate of about 6.6 percent, so it is signifi-
cantly elevated in the veteran population.

In our drug treatment programs it can be up to 40 percent of the
IV drug abusers being treated, so it is a very important problem
for veteran.

Hepatitis C can cause chronic liver disease, including cirrhosis
and liver failure and sometimes result 20 or 30 years down the line
in liver cancers. So it is important to identify the infection by
screening veterans and the risk factors include exposure to infected
blood products from transfusions or from IV drug abuse and also
other blood exposures.

If you go into a VA medical center the physicians and health care
providers will ask you about risk factors for hepatitis C and offer
you a blood test that can rule out hepatitis C. Prior to 1992 there
was not a blood test that could be done and so individuals who re-
ceived blood transfusions prior to that date may have received in-
fected blood products.

We have screened several hundred thousand veterans, in our
health care system and have found about 60,000 individuals who
are infected with hepatitis C. We have provided our health care
providers with guidelines for treatment. There are drugs available,
very good drugs that can help treat hepatitis C and prevent the
complications and so I would encourage any of you who might be
worried about being exposed to this infection to go into your local
VA medical center and get screened.

We are also providing a lot of education to our providers. We will
have done three national training programs, face to face con-
ferences with our health care providers as of the end of this year.
We have done national teleconferences. We have participated with
NIH in training programs and with the American Liver Founda-
tion. So VA has been a leader in this area.

Mr. SHAYS. Thank you. Would you tell me what veterans have
been most exposed to hepatitis C, what era veteran?

Dr. MurpHY. It appears that there was an epidemic that oc-
curred in the 1960’s and early 1970’s and the highest rate of hepa-
titis C appears to occur in Vietnam Era veterans. However, any
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veteran who is exposed to infected blood products would be at risk
for hepatitis C.

Mr. SHAYS. Let me go to Mr. Tierney in just 1 second. I want to
ask these two questions for the record and I would like to know
how are the allocations distributed to the facilities in VISN 1? How
do you decide what, how they are allocated?

Dr. Post. The process that has been used in the past is the his-
torical information of workload that was done in the prior year and
then an adjustment made to that for various incentives that may
on1 in the facility. That has been the allocation up through this fis-
cal year.

Mr. SHAYS. And is it likely to change in the next few years?

Dr. PosrT. It is our intent as we move toward better definition of
an integrated delivery system to have the resources delivered, some
of it will continue to go to the facilities, but the majority of it will
be through our care wants.

Mr. SHAYS. Last question. What is the timeframe which VISN 1
hopes to achieve the goals of increasing the number of veterans’
users by 5 percent and to decrease the cost by 5 percent?

Dr. PostT. This year. We hope to make that achievement this
year.

Mr. SHAYS. Thank you.

Mr. Tierney.

Mr. TiERNEY. Thank you. I know how good we are getting be-
cause we are not letting the interruptions bother us now. We just
go straight through.

Let me just say I understand some veterans need to obtain re-
placement copies of their discharge forms from the National Vet-
eran Center in order to obtain various services and although turn
around time has significantly improved, I understand, there is still
quite a backlog. Could you tell us whether or not there are efforts
under way to address this particular issue?

Dr. MURPHY. I cannot answer the question specifically about pro-
viding the DD214 form, but I will find that information and get
back to you.

Mr. TiERNEY. Thank you. Also, the average processing time, I
guess, the original compensation claim is about 204.8 days. And I
am just curious, are there ways that we can reduce this for veter-
ans. Sometimes these two problems interact and create a signifi-
cant difficult and I just see that issue coming up over and over
again.

Dr. MurpHY. All three of us are with the Veterans Health Ad-
ministration and the claims processing is administered by the Vet-
erans Benefits Administration which is administratively separated
from VHA. However, I know that Joe Thompson, the Under Sec-
retary for Benefits has been taking VBA through a reengineering
process.

The waiting times have actually gone up slightly in the past year
as they have been training more rating specialists and they knew
that their performance would get worse before it got better because
as you are training it takes more time and more resources to proc-
ess a claim, but they expect that with the increased number of rat-
ing specialists that are being trained that in a very short period of
time processing time for claims should come down. So we are wish-
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ing them great luck and we hope that their performance does im-
prove in the very near future.

Mr. TIERNEY. Let me just ask you one last question, you men-
tioned that the network has a cost per unique patient, as you
phrased it. It is approximately $400 greater than the national aver-
age. Would you define for me that unique patient?

Dr. PosT. You would like to know the actual cost?

Mr. TIERNEY. When you said that you have one type of patient
that was approximately $400 greater than the national mean you
mentioned that it was pertaining to a unique patient. What con-
stitutes a unique patient?

Dr. PoST. Actually, that term is referring to a unique Social Se-
curity number, so it is per individual and the way we calculate the
cost per patient by network is to take the total resource allocation,
the number of dollars for Network 1 and divide it by the number
of veterans that are being served. So that is the unique veteran.

The allocation is actually done as a basic and a complex patient
and the complex patients get almost 10 times the number of dollars
that the basic care patients do, so we do make some adjustment for
the complexity of the medical care required.

Mr. TIERNEY. Thank you for clarifying that. Let me end, Mr.
Chairman, with just a couple of questions about proposed commu-
nications.

During your statement you described the new communications
council and you mentioned several electronic means of communica-
tion. Do we have an estimate of the number of all the veterans that
actually use computers? Do we have any statistics on that?

Dr. PosT. I do not have the number of veterans who have access
to computers. I can tell you that in many of our facilities we are
trying to provide them that opportunity.

Mr. TIERNEY. And you have some idea, you must have an idea
of how many veterans actually receive your printed newsletter?

Dr. PosT. I am sure that we have that number. I just do not have
it off the top of my head. I apologize.

Mr. TIERNEY. Since this is going to be the cornerstone of the new
VHA where else can veterans obtain information related to the new
services, charges of existing services, is there anything else that
veterans here and others ought to know about, ways that they can
access information?

Dr. PosT. Other than the printed material, there is access on the
Web to the VISN 1 Website which has lots of information on it
about the CBOCs, the services that we provide and what is avail-
able to them.

Mr. TiERNEY. Thank you very much. I would like to thank all
three of you for your testimony here this morning and for joining
us.

Mr. SHAYS. I would just conclude by making this comment. I
think the most significant complaints we have from our veterans
tend to be with the major facilities, the waits, the bureaucracy and
so on. I think and I may find it is different, so I am sharing it with
all of you to get your comments when you take to the mic, but I
think the biggest area of compliment comes with the community
based health care clinics, so it will be interesting to see from our
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veterans if that holds up. Is that something, is that consistent with
what you are hearing?

Dr. MurpHY. That is actually very consistent with what we hear
from veterans at the national level and at the local level. In fact,
that is why we chose access and waiting times as a major initiative
that we will take on in 2000 and 2001.

Veterans want to be able to get in to see their physician in a
short period of time. We have made a commitment that every vet-
eran who calls for a first time primary care appointment will be
seen within 30 days and they will be seen for a specialty appoint-
ment within 30 days. We know that in many facilities we are not
meeting those goals at this point.

Sometimes for services like orthopedic consults or ophthalmology
consults or hearing testing, the waits are considerably longer. And
in order to help us understand how we can reduce the waiting time
for appointments, we have actually worked with the—we have an
IHI initiative and it is amazing what we have learned through
that.

We have looked at how we have organized clinics. We have found
about even changing the number of nurses or doctors assigned to
that clinic. In one case we were able to reduce the waiting time
from 159 days down to 7 days, just by changing the way the clinic
was organized. That is astounding.

So that kind of reengineering and improvement process can pro-
vide better service to veterans and it really did not take any in-
creased dollars. It just took a focus on making a change.

Mr. SHAYS. We are preparing to go on to our next panel, but if
any of you would like to just make a closing comment, I would be
happy to have you do that.

Mr. CoNTE. I would just like to thank John and the rest of the
people that work with John for the support and we have brought
on these clinics. I really do not think we could have done it without
the support of congressional people and working with the commu-
nity and I think that is a real example how the VA should do this
in the future.

Mr. SHAYS. Thank you. Dr. Murphy.

Dr. MurpHY. I also want to thank the chairman and all the
members of the subcommittee. You have been extremely supportive
of the re-engineering process and the transformation of VHA. You
have been clear with the Department that what they want to see
is better health care to more veterans in a timely way and we
thank you for your efforts on behalf of veterans.

Mr. SHAYS. Thank all three of you.

At this time we would call our next panel.

All four of our next panelists are directors of Veterans Services.
We have Mr. Robert Hogan, town of Burlington; Mr. Michael
Ingham, city of Haverhill; Mr. Donald Welsh, city of Gloucester,
and Mr. Jean-Guy Martineau, city of Salem.

Will all four of you gentlemen raise your right hand, please?

[Witnesses sworn.]

Mr. SHAYS. Thank you. Note for the record, all four of our wit-
nesses have responded in the affirmative. And I am going to have
you testify in the reverse order I gave you, so Mr. Martineau, I will
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have you go first, then Mr. Welsh, then Mr. Ingham and Mr.
Hogan, in that order.

STATEMENTS OF JEAN-GUY MARTINEAU, DIRECTOR OF VET-
ERANS SERVICES, CITY OF SALEM; DONALD T. WELSH, DI-
RECTOR OF VETERANS SERVICES, CITY OF GLOUCESTER;
MICHAEL G. INGHAM, DIRECTOR OF VETERANS SERVICES,
CITY OF HAVERHILL; AND ROBERT C. HOGAN, DIRECTOR OF
VETERANS SERVICES, TOWN OF BURLINGTON

Mr. MARTINEAU. Thank you, Mr. Chairman.

With well over 1,000 visits to the VA I feel qualified to tell you
what has taken place in the VA health care system here in the
Northeast. Within the past 9 years I have had a first hand look at
the Department of Veterans’ Affairs health care system.

Daily, the Salem Veterans Services Department provides trans-
portation to local VA medical centers. This includes the VA in Bos-
ton, Bedford, West Roxbury, Causeway Street clinic as well as the
clinics in Lynn. My visits to these health care centers has brought
me into contract with a great number of VA administrators and VA
health care providers. I have also worked with VA social workers
and patient representatives at the Chelsea Soldiers Home and the
New England Shelter for Homeless Veterans in Boston.

The impact of health care restructuring and reallocation of fund-
ing priorities has had the “down sizing” effect on the quality of care
for veterans. Once a veteran has completed the eligibility process
and enrolled in the health care system, he or she will not be seen
by a primary care doctor for a month or more. Once they are as-
signed a primary care doctor, the veteran finds that the doctor is
not experienced or is a medical student. I have found this to be
particularly true in the mental health clinic in Bedford. Also, with
so many foreign doctors, especially in the J.P. hospital, many veter-
ans cannot easily communicate with their doctors. Real commu-
nication and patient confidence in their doctors is lacking.

Also medical tests, which are required for proper doctor diagnosis
in many cases cannot be given on a timely basis. Recently, one vet-
eran I transported to the VA in February could not get an MRI
until this coming May, a 3-month waiting period. I do not think
that is good medical care. Beyond the inadequate medical care
mentioned, personnel and administrative problems exists, morale
among workers is at a long term low.

Down sizing has resulted in many good experienced personnel re-
tiring or having to do two or three additional jobs. This is espe-
cially noticeable in the social services and patient support groups.
Another major problem caused by “down sizing” is the complete
“inaccessibility” of existing medical units.

Long term, in patient nursing home care is for all intents and
purposes unavailable. I have one veteran who filed for nursing
home care 4 years ago. He is 100 service connected and we are still
waiting for him to be admitted. Unfortunately, this case is a good
example of the lack of any nursing home care for our veterans.

I have some recommendations. As an experienced and concerned
veterans advocate, I would be wrong not to take advance of this op-
portunity to offer some recommendations to improve the VA health
care system.



46

Reallocate funding to allow for Bedford VA to provide timely and
appropriate nursing home care for all veterans who are 50 percent
service connected.

Target increased funding to the directors of Bedford and Boston
to make sure that the existing administrative staffs have the funds
to provide proper qualified and more experienced doctors and medi-
cal care providers.

Provide more bed availability for the in-patient study and inpa-
tient care in the GRECC unit which deals with dementia and Alz-
heimer health care.

Increase the funding for existing outpatient clinics as well as pro-
viding for more neighborhood VA clinics.

Gentlemen, you have only given me 5 minutes to provide testi-
mony on 9 years of travel and first hand knowledge of the VA
health care system. Five days of testimony would not be enough.
So let me summarize by saying that I would never subjugate my-
self, a Vietnam veteran, or any member of my family to the VA
health care system.

I have always, in the past, in all my work’s challenges, where I
have spoken or testified had one model and that is “better to light
one candle than to curse the darkness,” so if I see one hope it is
in the newly opened and ever increasing VA clinics in Lynn and
in Haverhill.

In ending, I would be remiss if I did not thank Mr. Conte, the
director of Bedford and his staff. Although Mr. Conte and I have
in many cases agreed and in many cases disagreed, he has always
and his staff have always made themselves available to me.

I want to thank Congressman Tierney. I have worked my 9 years
with previous Congressmen Marvoulas, previous Congressman
Torkelson and now with Congressman Tierney and he is one of the
bright stars that represent us in Washington insofar as being a
champion of veterans’ issues and veterans’ concerns and I want to
thank Congressman Tierney for that.

And one guy I want to thank that is in the audience and there
are many people that I could single out, but you know, with the
downsizing of the VA, to get immediately health and direct care,
to make a difference, you can it right away if you go to New Eng-
land Shelter for Homeless Veterans.

Thank you, Tommy Lyons and your staff and also the Chelsea
Soldiers’ Home. I don’t see anybody here from the Chelsea Soldiers’
Home, but God bless them too. And I want thank all of you and
the chairman and the congressional staff that is here for allowing
the veterans to have this opportunity to listen to you, for you to
come to us and I want to thank all of the veterans that come here
that show enough concern to listen what you have to say. God bless
the veteran.

[The prepared statement of Mr. Martineau follows:]
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WITH WELL OVER A THOUSAND TRIPS TO THE V.A. | FEEL QUALIFIED TO TELL YOU
WHAT HAS TAKEN PLACE IN THE V.A. HEALTH CARE SYSTEM, HERE IN NORTHEAST.
WITHIN THE PAST NINE YEARS, | HAVE HAD A FIRST HAND LOOK AT THE
DEPARTMENT OF VETERANS AFFAIRS HEALTH CARE SYSTEW. DALY, THE SALEM
VETERANS SERVICES DEPARTMENT, PROVIDE TRANSPORTATION TO LOGAL V.A.
MEDICAL CENTERS. THIS INCLUDES THE V.A. IN BOSTON, BEDFORD, WEST
ROXBURY, GAUSEWAY ST. AND THE CLINIC'S IN LYNN. MY VISITS TO THESE
HEALTH CARE CENTERS HAS BROUGHT ME INTO CONTACT WITH A GREAT
NUMBER OF V.A. ADMINISTRATORS AND V.A. HEALTH GARE PROVIDERS. | HAVE
ALSO WORKED WITH V.A, SOCIAL WORKERS AND PATIENT REPRESENTATIVES AT
THE CHELSEA SOLDIERS HOME AND AT THE NEW ENGLAND SHELTER FOR
HOMELESS VETERANS , IN BOSTON.
THE IMPACT OF HEALTH CARE RESTRUCTURING AND THE REALLOCATION OF
FUNDING PRIORITIES HAS HAD THE "DOWN SIZING" EFFECT ON THE QUALITY OF
CARE FOR VETERANS: ONCE A VETERAN HAS COMPLETED THE ELIGIBILITY
PROCESS AND ENROLLED INTO THE HEALTH CARE SYSTEM, HE OR SHE WILL NOT

BE SEEN BY A PRIMARY CARE DOCTOR FOR A MONTH OR MORE.
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ONCE THEY ARE ASSIGNED A PRIMARY CARE DOCTOR, THE VETERAN FINDS THAT
THE DOCTOR IS NOT EXPERIENCED OR IS ONLY A MEDICAL STUDENT. |FOUND
THIS TO BE PARTICULARLY TRUE IN THE MENTAL HEALTH CLINIC, IN BEDFORD.
ALSQ WITH SO MANY FOREIGN DOCTORS, MANY VETERANS CANNOT EASILY
COMMUNICATE WITH THEIR DOCTORS. REAL COMMUNICATION AND PATIENT
CONFIDENCE IN THEIR DOCTOR IS LACKING.

ALSO MEDICAL TESTS, WHICH ARE REQUESTED FOR PROPER DOCTOR
DIAGNOSIS, IN MANY CASES CANNOT BE GIVEN ON ATIMELY BASIS. RECENTLY,
ONE VETERAN | TRANSPORTED TO THE V.A. IN FEBRUARY COULD NOT GET AN
M.R.L UNTIL MAY (A 3 MONTH WAITING PERIOD) IS THIS GOOD MEDICAL CARE?
BEYOND THE INADEQUATE MEDICAL CARE MENTIONED, PERSONNEL AND
ADMINISTRATIVE PROBLEMS EXISTS, MORALE AMONG WORKERS IS AT A LONG
TIME LOW. DOWN SIZING HAS RESULTED IN MANY GOOD EXPERIENCED
PERSONNEL RETIRING OR HAVING TO DO TWO OR THREE ADDITIONAL JOBS.
THIS 1S ESPECIALLY NOTICEABLE IN THE SOCIAL SERVICES AND PATIENT
SUPPORT GROUPS. ANOTHER MAJOR PROBLEM CAUSED BY "DOWN SIZING™ IS

THE COMPLETE "INACESSIBILITY" OF EXISTING MEDICAL UNITS.
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LONG TERM, IN PATIENT NURSING HOME CARE IS FOR ALL INTENTS AND
PURPOSED UNAVAILABLE. 1HAVE ONE VETERAN WHO FILED FOR NURSING
HOME CARE FOUR YEARS AGO. HE IS 100% SERVICE CONNECTED AND WE ARE
STILL WAITING TO SEE HIM BEING ADMITTED. UNFORTUNATELY, THIS CASEIS A
GOOD EXAMPLE: OF THE LACK OF ANY NURSING HOME CARE FOR OUR VETERANS.
RECOMMENDATIONS:
AS AN EXPERIENCED AND CONCERNED VETERANS ADVOCATE, | WOULD BE
WRONG NOT TO TAKE ADVANTAGE OF THIS OPPORTUNITY TO OFFER SOME
RECOMMENDATIONS TO IMPROVE ON V.A. HEALTH CARE.
1. REALLOCATE FUNDING TO ALLOW FOR BEDFORD V.A. TO : PROVIDE TIMELY
AND APPROPRIATE "NURSING HOME CARE" FOR ALL VETERANS WHO ARE OVER
50% SERVICE CONNECTED.
TARGET INCREASED FUNDING TO THE DIRECTORS OF BEDFORD AND BOSTON TO
MAKE SURE THAT THE EXISTING ADMINISTRATIVE STAFFS HAVE THE FUNDS TO
PROVIDE BETTER QUALIFIED AND MORE EXPERIENCED DOCTORS AND MEDICAL

CARE PROVIDERS.
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PROVIDE MORE BED AVAILABILITY FOR THE INPATIENT STUDY AND INPATIENT
CARE IN THE G.RE.C.C. UNIT WHICH DEALS WITH DEMENTIA AND ALZHEIMER
HEALTH CARE,
INCREASE THE FUNDING FOR THE EXISTING OUTPATIENT CLINICS AS WELL AS
PROVIDE FUNDING FOR MORE NEIGHBORHOQD V.A. CLINICS.
GENTLEMEN, YOU HAVE GIVEN ME ONLY FIVE MINUTES TO PROVIDE TESTIMONY
ON NINE YEARS OF TRAVEL AND FIRST HAND KNOWLEDGE OF THE V.A. HEALTH
CARE SYSTEM. FIVE DAYS OF TESTIMONY WOULD NOT BE ENOUGH.
SO LET ME SUMMARIZE BY SAYING THAT | WOULD NEVER SUBJUGATE MYSELF
OR ANY MEMBER OF MY FAMILY TO VA HEALTH CARE.
FINALLY | HAVE ALWAYS, IN ALL MY WORK'S CHALLENGES, HAD ONE MOTTO:
“IT IS BETTER TO LIGHT ONE CANDLE, THEN TO CURSE THE DARKNESS..."
SO, IF 1 SEE ANY HOPE, IT IS IN THE NEWLY OPENED AND EVER INCREASING

VA CLINIC'S IN LYNN AND HAVERHILL.
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Mr. SHAYS. God bless the veteran and thank you.

[Applause.]

Mr. SHAYS. Mr. Welsh, if you would just get that mic and just
lower it down a bit.

Mr. WELSH. Mr. Chairman, Congressman Tierney, fellow veter-
ans, ladies and gentlemen, good morning.

My name is Don Welsh, as has been mentioned. I am the director
of Veterans’ Services for the beautiful city of Gloucester, MA and
I do appreciate the opportunity to address this committee about the
State of VA health care in my area of Massachusetts which I will
refer to as Cape Ann. Having spent 24 years in the Marine Corps
I can tell you I thoroughly enjoy taking care of veterans and the
more we can do for the veteran, the better.

Let me start by saying the status of VA health care for the veter-
ans I represent is generally speaking not good and it is getting
worse. But I have a reason for saying that. It is because of the dif-
ficulty for veterans of Cape Ann to get to VA health care facilities.
There are none in Cape Ann. Thus, these veterans have to travel
many miles to the nearest facility after waiting a lengthy period for
an appointment and often have to go back for a second or third
time to complete treatment.

What we need is a community based outpatient clinic [CBOC], in
my area. You have heard a lot about that already this morning. I
am well aware of the CBOCs that in recent years were opened in
Haverhill and Lynn and the great relief they provided for the vet-
erans in and near those cities. And as you have already heard,
thanks to Congressman Tierney and his staff, application for a
CBOC in my area has been made. How great it would be to open
a VA clinic in Gloucester to service our aging veteran population
which finds it more and more difficult to get around.

Let me point out that in my city of Gloucester there is a higher
percentage of veterans per capita than anywhere else in Massachu-
setts. It has been calculated that the average number of veterans
in relation to the overall population of each city in Massachusetts
is about 11 percent. In Gloucester, the veteran population is about
21 percent.

And as I have mentioned it is an aging population. World War
II veterans are in their late 70’s or 80’s and the Korean War Era
vets are not far behind. It is very difficult for them to travel long
distances for VA treatment. Many of them just go without much
needed services, rather than make repeated trips to a VA facility.

As Tom Brokow so eloquently wrote in his book, “The Greatest
Generation,” which was about World War II veterans, “They per-
severed through war . . . and then went to create interesting and
useful lives in the America we have today . . . They answered the
call to save the world from the two most powerful and ruthless
military machines ever assembled . . . but they did not protest.
They won the war; they saved the world.”

Now, these veterans and veterans of other conflicts need our
help. They need better health care services and the VA can and
should be the instrument for those services. Let us not let our vet-
erans down.

As everyone knows, HMOs are cutting back on providing pre-
scription drugs and this is becoming a real burden for many of our
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veterans, particularly those who are on fixed incomes. This is an
area where the VA can pick up the torch and provide relief. But
in order to do so we need more facilities, staff and dollar resources.

Another area that should be addressed is the need to provide
dental care for our veterans. Today, that service is almost nonexist-
ent. I get inquiries every week from veterans about availability of
dental care, but very few veterans are eligible under current rules
for such VA health care. With skyrocketing dental costs and again
with an aging veteran population, a more liberal dental policy
should be adopted by the VA.

I will close with a request for another area to be addressed by
this committee. It concerns communication by or about VA health
care services. What I am experiencing these days with veterans
who are being discharged from active duty is that many are not in-
formed about the VA services available to them. It should be a
mandatory policy that every member of the Armed Forces be given
a Veterans’ Affairs briefing prior to release from active duty. If that
is a policy, it is not working in many cases. As a result, veterans
are missing out on benefits, particularly in the health services
area.

Thank you very much.

[The prepared statement of Mr. Welsh follows:]
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CITY OF GLOUCESTER, VETERANS’ SERVICES
City Hall, 9 Dale Avenue, Gloucester, MA 01930
Tel (978) 281-9740, Fax (978) 282-3053

April 3, 2000

Subcommittee on National Security, Veterans Affairs,
and International Relations

Room B-372 Rayburn Building

Washington, D.C. 20515

Below is my testimony for the April 10th Subcommittee field hearing on quality of care
in VA health facilities.

My name is Don Weléh, director of veterans services for the city of Gloucester,
Massachusetts. I appreciate the opportunity to address this committee about the state of
VA health care in my area of Massachusetts which I will heretofore call the Cape Ann
Area. Having spent 24 years in the Marine Corps I can tell you I thoroughly enjoy taking
care of veterans and the more we can do for them, the better.

Let me start by saying the status of VA health care for the veterans I represent is not good
and is getting worse. The reason I say that is because of the difficulty for veterans of
Cape Ann to get to VA health care facilities. There are none in Cape Ann thus they have
to travel many miles to the nearest facility after waiting a lenthy period for an
appointment and often have to go back for a second or third time to complete treatment.

‘What we need is a Community Based Outpatient Clinic (CBOC) in my area. I am well
aware of the CBOC’s that in recent years were opened in Haverill and Lynn and the great
relief they provided for the veterans in and near those cities. I know that, thanks to
Congressman Tierney, application for a CBOC in my area has been made. How great it
“would be to open a VA clinic in my area to service our aging veteran population which
finds it more and more difficult to get around.

Let me point out that in my city of Gloucester there is a higher percentage of veterans per
capita than anywhere else in Massachusetts. It has been calculated that the average
number of veterans in relation to the overall population of each city in Massachusetts is
about 11 percent. In Gloucester the veteran population is 21 percent. And, as I mentioned
above, it is an aging population. World War II veterans are in their late 70°s or 80°s and
the Korean era vets are not far behind. It is very difficult for them to travel long distances
for VA treatment. Many of them just go without must needed services rather then make
repeated trips to a VA facility. As Tom Brokaw so eloquently wrote in his book, “The
Greatest Generation,” (about WW II veterans) “They persevered through war....and then
went on to create interesting and useful lives and the America we have today...They
answered the call to save the world from the two most powerful and ruthless military
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machines ever assembled....but they did not protest. They won the war; they saved the
world.”

Now, these veterans and veterans of other conflicts, need our help. They need better
health care services and the VA can and should be the instrument for those services. Let’s
not let our veterans down,

As everyone knows, HMO’s are cutting back on providing prescription drugs and this is
becoming a real burden for many of our veterans, particularly those who are on fixed
incomes. This is an atea where the VA can pick up the torch and provide relief. But,in
order to do so we need more facilities, staff and doliar resources.

Another area that should be addressed is the need to provide dental care for our veterans.
Today that service is almost non existent. 1 get inquiries every week from veterans about
availability of dental care but, very few veterans are eligible, under current nules, for such
VA health care. With skyrocketing dental costs and, again, with an aging veteran
population, a more liberal dental policy should be adopted by the VA.

I will close with a request for another area to be addressed by this committee. It concerns
communication by or about VA health care services. What I am experiencing these days
with veterans who are being discharged from active duty is that many are not informed
about the VA services available to them. It should be a mandatory policy that every
member of the armed forces be given a Veterans Affairs briefing prior to release from
active duty. If that is a policy now it’s not working in many cases. As a result, veterans
are missing out on benefits, particularly in the health services area.

Thank You.
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Mr. TIERNEY. Your last suggestion is something that we will just
separate right now and we will write a letter to the Secretary of
Defense and those who have direct responsibility. It is an excellent
idea. If it is happening, I am not sure if it is a requirement. I
agree, I am not sure it is happening. And we will make sure that
that is something we deal with right away when we get back. It
is an excellent suggestion.

Mr. WELSH. Thank you, Mr. Chairman.

Mr. SHAYS. Mr. Ingham.

Mr. TiERNEY. I have already tasked one of my task. I will have
her announce her name later, so if it does not happen, you will
know who to call.

Mr. INGHAM. Congressman Shays, Congressman Tierney, fellow
veterans, the ROTC students here—I just left 2 weeks at the Air
Force Academy, the Air Force Reserves and hopefully, you students
will attend that college and serve.

As the Veterans Services director for the city of Haverhill, MA,
one of the most common requests from veterans of my office is as-
sistance with medical care and prescriptions.

With this in mind, I was very fortunate to meet William Conte,
the director of the Bedford VA and formulate plans for health care
services for veterans outside of the Bedford Hospital. These were
dramatic steps for the VA to go outside the traditional system of
providing care and bring health care services directly to the veter-
ans in their community.

The first step was to develop a survey to define the health needs
of the veterans and what issues that might be preventing them
from using the VA health care service. Along with local organiza-
tions, the Veterans Council of Haverhill, we held a health day with
medical teams from the Bedford VA Hospital. Over 700 veterans
and their families attended.

The results of the survey indicated that a lack of knowledge of
the VA system and services that were available was the primary
reason for not using the VA. The second problem identified was
transportation as many of the veterans were elderly, driving to dis-
tant VA facilities was too difficult. The survey also showed prior-
ities of care that the veterans would utilize. The most overwhelm-
ing need was assistance with prescriptions. An interesting point of
the survey was the income level; many veterans earn under
$25,000 annually. Many veterans identified needs that related di-
rectly to age such as ophthalmology, cardiology, urology and
rheumatology.

With the health needs established, transportation issues to ad-
dress and education priorities outlined, we brought our findings to
Dr. Fitzgerald, the director of the New England Health Care Sys-
tem for submission to the VA for congressional consideration.

Thanks to the support of Congressman Tierney, local and State
officials, veterans organizations, the Veterans Outreach Center and
Veterans Services of Haverhill, we were able to approve as a site
for a veterans community based outpatient clinic.

With staffing from the Bedford VA Hospital and site work com-
pleted, the Haverhill Clinic opened in November 1998 at the city-
owned Hale Hospital. The staff members, half of whom work part-
time out of the Bedford VA, the clinic is now serving over 1,200
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veterans. With new patients enrolling daily, staff and services con-
tinue to increase with the demand.

Substance abuse and psychological care is now available twice a
week and plans are to expand the service with added space when
available. Issues such as agent orange and the Gulf War Syndrome,
as well as assistance with VA compensation claims can be ad-
dressed at the clinic. The Haverhill Clinic staff often assists agents
with placement for substance abuse, Post Traumatic Stress Dis-
order treatment, often while the veteran is in the Veterans Serv-
ices Office and in need of immediate help.

The clinic is only primary outpatient care, but importantly the
Haverhill Clinic is tied into a network of extensive health care be-
tween the Bedford VA and the Boston VA hospitals. The clinic pro-
vides accessibility to a coordinated and a continuity of care with
courtesy, family involvement and patient education. In a new era
of health care, the VA must reach veterans and educate them on
their benefits, and we in the service of veterans are responsible to
do the best we can to see that they receive the benefits available.

The Haverhill Community Based Outpatient Clinic has dramati-
cally impacted the veterans of Haverhill as well as other commu-
nities in the Merrimack Valley and lower New Hampshire. The
overwhelming response of the veterans using the clinic is that they
are totally satisfied with the treatment they received, both person-
ally as well as physically.

Dr. Balse and his staff have done an outstanding job providing
health services to veterans that should be used as an example for
future clinics throughout the country. I have had veterans tell me
how much their lives have changed with the care they are now re-
ceiving at the Haverhill Veterans Outpatient Clinic.

Some feel their lives were saved as a direct result of visiting the
clinic. I know of one veteran that thought he was in good health,
and upon a visit to the clinic found he had a life threatening heart
condition that resulted in cardiac surgery that was performed by
the VA doctors at Jamaica Plains, Boston.

The pharmacy program is probably the most used service at the
clinic. Medications are requested by the primary doctor and filled
by mail from the Bedford pharmacy. Veterans are saving substan-
tially on medications enabling them to lead healthier lives as well
as a better standard of living.

Bedford, Lynn and Haverhill, due to the marriage of health care
services provided over 190,000 visits to veterans in 1999, in these
hospitals alone. That equals to approximately three visits per vet-
eran in the system. This is a dramatic result for 1 year in business
and we have only reached approximately 15 percent of the 36,000
veterans in the Merrimack Valley.

As I mentioned earlier, transportation is a primary reason veter-
ans are not taking advantage of the VA health care system. Many
veterans with illnesses depend on family members to take them for
medical treatment. This is a stress on the entire family, not just
the veteran.

With the clinic centrally located in the Merrimack Valley, many
veterans are able to take advantage of care they often went with-
out. Haverhill is very fortunate to have a van and a driver under
the Department of Veterans’ Services to take veterans to the VA
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hospitals. The Northeast Veterans Outreach Center is also under
the Department of Veterans’ Services, provides transportation to
the clinic with a van donated by the Massachusetts Department of
Disabled American Veterans.

Haverhill also provides transportation through the Department
of Human Services. This is free transportation for Haverhill’s elder-
ly, handicapped and veteran residents. Transportation is available
from the Haverhill Clinic to the Bedford VA with a daily shuttle.
Haverhill also has the MVRTA bus system.

The problem for veterans outside of Haverhill is getting to the
clinic as well as transportation to VA hospitals in Boston. Ex-
panded public transportation, discounts for existing transportation,
or grants to towns and cities to provide limited transportation for
veterans will make it possible for them to take advantage of the
health services available.

It is in our best interest to see that veterans are made aware of
the advantages of the New England health care system. Prevention
and treatment will ensure healthier and more productive lives and
save on taxpayers in the future. Many veterans have service relat-
ed injuries both physically, as well as psychologically, the Haverhill
Clinic fulfills and obligation to them for their service to our Nation
with the best health care we can provide.

We are here today to request of you to express to Washington
that it is imperative to maintain the quality of our VA health care
system and to see that adequate funds are there in the new millen-
nium for a generation that preserved the freedom of this country
that all of us in the 21st century will hopefully enjoy.

I wish to close by thanking you for listening to our comments
today and commend you for your efforts to best serve all veterans
of the U.S. Armed Forces.

Thank you.

[The prepared statement of Mr. Ingham follows:]
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As the Veterans Services Director for the City of Haverhiil Massachusetts, one of
the most common requests from Veterans of my office is assistance with medical care
and preseriptions. With this in mind, I was very fortunate to meet William Conte the
Director of the Bedford VA and formulate plans for health cave services for Veterans
outside of the Bedford Hospital. These where dramatic steps for the VA to go outside the
traditional system of providing care and bring health care services directly to the
Veterans in their coramunity.

The first step was to develop a survey to define the health needs of the Veterans
and what issues that might be preventing them from using the VA Health Care System.
Along with local Veterans Organizations, we held a Health Day with medical teams from
the Bedford VA Hospital. Over seven hundred Veterans and their families attended. The
results of the survey indicated that a lack of knowledge of the VA system and services
that are available was the primary reason for not using the VA. The second problem
identified was transportation, as many of the Veterans were elderly, driving to distant VA
facilities was too difficult. The survey also showed priorities of care that the Veterans
would utilize. The most overwhelming need was assistance with prescriptions, An
interesting point of the survey was the income level; many Veteraans eam under $25,000
annually. Many Veterans identified needs that related directly to age such as
Opthamology, Cardiology, Urology, and Rheumatology.

With the health needs established, transportation issues to address and education
priorities outlined, we brought our findings to Dr Fitzgerald, Director of the New
England Health Care System for submission to the VA for Congressional consideration,
Thanks to the support of Congressman Tierney, local and State Officials, Veterans
Orgenizations, the Veterans Qutreach Center and Veterans Services, Haverhill was
approved as a site for a Veterans Community Based Qutpatient Clindc.

With staffing from the Bedford VA Hospital and site work completed, the
Haverhill Clinic opened in November of 1998 at the City owned Hale Hospital, The
clinic ocoupies a wing of eight rooms on the second floor of the Hospital. There are 10
staff members, half of whom work part time out of the Bedford VA. The Clinic is now
servicing over 1200 Veterans. With new patients enrolling daily, staff and services
continue 1o increase with the demand. Substance abuse and psychological care is now
available twice a week and plans are to expand the service with added space when
available. Issues such as Agent Orange and the Gulf War syndrome as well as assistance
with VA compensation claims can be addressed at the Clinic. The Haverhill Clinic staff
often assists agents with placement for substance abuse and Post Traumatic Stress
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Disorder treatment, often while the Veteran is in the Veterans Services office and in noed
of immediate help, ’

The Ciinic is only primary outpatient care but importantly the Haverhill Clinie is
tied inte & network of extensive health care betwaen the Bedford VA and the Boston VA
Hospitals. The Clinic provides accessibility to a coordinated and a continuity of care with
courtesy, family involvement and patient education. In a new era of health care the VA
must reach Vieterans and educate them on their benefits, and we in the service of Veterans
are responsible to do the best we can 1o see they receive the benefits available,

The Haverhill Community Based Qutpatient Clinic has dramatically impacted the
Veterans of Haverhiil as well as other Comtmunities in the Merimack Valley and lower
NH. The overwheltning response of the Veterans using the clinic is that they are totally

tisfied with the they receive both personally as well as physically. Dr. Balse
and his staff have done an outstanding job, providing health services to Veterans that
shouid be used as an example for future clinics throughout the Country. T have had
Veterans tell me how much their lives have changed with the care they are now receiving
at the Haverhill Veterans Qutpatient Clinic. Some feel their lives were saved as a direct
result of visiting the clinic. I know of one Veteran that thought he was in good heaith, and
upon 2 visit to the clinic found he had a life threatening heart condition that resulted in
Cardiac surgery that was performed by the VA doctors at Jamaica Plains, Boston.

The pharmaey program is probably the most used service at the clinic.
Medications are requested by the primary doctor and filled by mail from the Bedford
pharmacy. Veterans are saving sabstantially on medications enabling them to lead
healthier lives as well as a better standard of living.

Bedford, Lynn and Haverhill due to the marriage of health care services provided
over one hundred and ninety thousand visits to Veterans in 1999, in these hospitals alone.
That equals to approximately three visits per Veteran in the system. This is a dramatic
result for one year in business and we have only reached approximately fifteen per cent
of the thirty six thousand Veterans in the Merrimack Valley.

As I mentioned earlier transportation is & primary reason Veterans have not taken
advantage of the VA Health Care System. Many Veterans with illnesses depend on
family members to take them for medical trestment, this is a stress on the entire family
not just the Veteran, With the clinic centrally located in the Merrimack Valley many
Veterans are able 1o take advantage of care they often went without, Haverhill is very
fortunate to have a van and a driver under the department of Veterans Services to take
Veterans imto the VA Hospitals. The Northeast Veterans Outreach Center also under the
Department of Veterans Services provides transportation to the Clinic with a ven donated
by the Massachusetts Department of Disabled American Veterans. Haverhill also
provides transportation through the Department of Human Services; this is free
transportation for Haverhill’s elderly, handicapped and veteran residents. Transportation
is available from the Haverhill Clinic to the Bedford VA with & daily shuttle, Haverhill
also has the MVRTA Bus system. The problem for Vererans owtside of Haverhill is
getting 1o the clinic as well as ransportation to VA Hospiials in Boston. Expanded public
transportation, discounts for existing transportation, or grants to towss and cities to
provide limited transportation for Veterans will make it possible for them to take
advantage of the heslth services available.
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1t is in our best interest to see that Veterans are made aware of the advantages of
the New England Health Care System. Prevention and treatment will ensure healthier and
more productive lives and save on tax- payers in the future. Many Veterans have service
related injuries both physically as well as psychologically, the Haverhill Clinic fulfills an
ohligation to them for their service to our nation with the best health care we can provide.

We are here today to reguest of you to express fo Washington that it is imperative

to maintain the quality of our VA health Care System. And to see that adequate funds are
there in the new millenium for a generation that preserved the freedom of this country
that all of us in the 21% Century will hopefirlly enjoy.

1 wish to close by thanking you for listesing to our « today and commend
you for your efforts to best serve all Veterans of the United States Armed Foroes.

Sincerel
;%Micbael %:Lngham

Director
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Mr. SHAYS. Thank you, Mr. Ingham.

Mr. Hogan.

Mr. HoGAN. Chairman Shays, Congressman Tierney, Mr. Conte,
ladies and gentlemen and fellow veterans, thank you for allowing
me the opportunity to discuss the impact of VA health care service
restructuring and resource allocation in the delivery and quality of
health care.

I have three areas that I intend to address here today, one being
long term care for our veterans, another is continued access to VA
health care services for all veterans, and finally and briefly, some
comments on hepatitis C care and funding.

We need to make sure that the VA health care system is sound
enough and funded well enough, not for the healthy among us, but
for those among us that hope for quality health care during their
journey through this life and at the end of our life. We need to live
up to the promises and expectations of our elderly veterans who
need the coverage that the VA health care system promised them,
over the five, six or seven decades.

That coverage may take several forms, such as VA nursing home
care, community based nursing home care, and nursing care for the
veterans in their own home. But we cannot be told that there is
no room at the inn or that specific alternative care that is promised
has not yet be established or funded.

The funding for the new Millennium Health Care and Benefits
Act should be applauded for its beginnings, but it must continue
to grow and expand with the very increasing needs of our veterans
as they age and need proper medical care.

In the March edition of VFW Magazine, Republic Congressman
Bob Stump stated that this health care package is a blueprint for
the next century. Well, that sounds good, but without the required
funding, the blueprint will sit and collect dust and the lack of fund-
ing can in no way diminish the VA’s obligation to maintain and de-
liver proper and appropriate health care to our veterans. And it is
the responsibility of every Member of Congress to help the VA meet
this obligation. In that same edition, Democratic Congressman
Lane Evans reaffirmed Congress’ proud support for our Nation’s
veterans.

Now comes the difficult task of trying to wed that concept to re-
ality. The passage of the Veterans Millennium Health Care and
Benefits Act in November of this past year has good direction, but
there needs to be significant plans on how to get to the goals stat-
ed, and money is one key component in that plan.

The bill directs that the VA operate and maintain a national pro-
gram of extended care services including geriatric evaluations,
nursing home care, both in-house and contract, adult day care,
domiciliary care and respite care. With a national nursing home
crisis we are seeing nursing homes closing due to cutbacks in Fed-
eral funding. In Massachusetts alone, 93 of the State’s 580 nursing
homes are already in bankruptcy with 13 homes closing over the
past 2 years.

The VA should not depend on there being enough good quality
nursing homes available and with there being almost 5,000 com-
plaints against nursing homes sin this State alone last year, the
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good quality part of that equation is also in doubt. The VA should
not be dumping its veterans out to lesser quality care.

The Millennium Health Care Act requires the VA to develop and
begin to implement a plan for carrying out the recommendations of
the Federal Advisory Committee on the Future of Long Term Care,
and that the VA increase both home care and community based
care options.

The elderly veterans who need this care now are the builders of
this great society. They sacrificed in war and they sacrificed in
peace and now just because they have aged does not mean the VA
and this country can forget them. They are an important part of
this great society and they have earned the right to expect to be
treated with dignity and be accorded the care any decent society
can afford, not years from now.

Throughout the 20th century, brave young men and women,
young boys and girls actually, who gave up their youth and the
comfort of their home and the safety of their families volunteered
and were drafted to serve their country and on many occasions ei-
ther died or were injured because of that service to their country.
And what is not in the testimony, Mr. Chairman, if I could just re-
member the 19 Marines who passed away this weekend and note
that service to this country can be hazardous both here and around
the world, both in peace and in war.

Throughout America’s history, American veterans have served
and served well. They saw democracy challenged, here and around
the world and they defended it. They saw civilization threatened
here and around the world and they rescued it. They saw human
rights endangered and they sought to restore them.

Their heroism was prompted by faith in the fundamentals that
have guided this Nation from its beginnings. The idea was that lib-
erty must be protected, whatever the cost. And the VA health care
system owes that same dedication to those men and women, what-
ever the cost.

And the VA must consider itself a supplier of a service and that
customer satisfaction is their top priority. The VA must develop a
communication plan so that anyone and everyone at the VA who
answers the telephone or sits at a desk must know what the game
plan is and where the resources are for the veterans and their fam-
ilies and the VA must be user friendly. The VA must be veteran
friendly.

And Congress to guarantee permanent funding for all veterans.
We cannot continue to inflict emotional distress upon the veterans
who quality for VA health care, that they will not have this taken
away from them based simply on cost considerations.

There is a health care prescription medicine crisis in the broader
health care structure that affects the VA health care system. Many
veterans who have private health insurance have no prescription
coverage for the drugs they need. Even in our most extensive pub-
lic insurance program, Medicare, three out of five seniors in this
country do not have dependable drug coverage.

According to a recent report from the House Government Reform
Committee of which both Congressman Tierney and Congressman
Shays are members, drug companies charge older Americans dis-
criminatory prices. Seniors in many parts of this country, including
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New England, are being forced to pay on average, more than twice
as much for prescription drugs than other customers.

Health care is one of the most important issues in this country
today. And it is so because of the explosion of health care crises
around the country. President and future health care crises will
send veterans to the VA in droves to secure th